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Introduction to the Thesis and Systematic Review 
This research and accompanying systematic review has been written for the 
qualification of Professional Doctorate in Health Psychology (DHealth). The aim of 
this thesis is to explore what women understand about the current (January 2016) 
UK guidelines around drinking alcohol in pregnancy and their attitudes towards the 
precautionary guidance. Furthermore, this study aims to explore whether the 
guidelines around alcohol in pregnancy influence a women’s decisions to abstain or 
consume alcohol during pregnancy.   As a result of the themes found in the data, 
considerations are made regarding consistent messaging in clinical practice with a 
focus on providing relevant evidence to support the guidelines.  
I chose to explore this area of research as I have a passion for understanding how 
women make their choices around consuming alcohol during pregnancy and 
consequently how they behave. I knew that I was planning to have a baby in the 
future and therefore I would continue to be intrigued by researching this interesting 
topic. An extensive literature review was carried out in order to inform the research 
background, context and aims. The literature review begins by understanding the 
cultural and social context of alcohol in the UK and then moves on to look at alcohol 
guidelines in the UK and alcohol consumption during pregnancy.  Following on from 
this, the profile of women who drink during pregnancy was considered as well as 
perceptions of risk of drinking during pregnancy. The review ends by understanding 
alcohol and antenatal care and finally the research aims are presented.  
The systematic review is a doctoral requirement for the qualification of Professional 
Doctorate in Health Psychology. The systemic review was carried out in year 1 of 
the course. The title of this part of the thesis is ‘Psychological and Psychosocial 
interventions for reducing alcohol consumption during pregnancy and postpartum. A 
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Background: Alcohol consumption during pregnancy has been associated with a 
range of adverse foetal effects known as Foetal Alcohol Spectrum Disorders 
(FASD). Consequently, there is no known “safe” level of alcohol during pregnancy 
and this has led to several changes in relation to the guidelines in the UK. The most 
recent guidelines for alcohol consumption during pregnancy, published (8 January 
2016) by the UK Chief Medical Officer (Department for Health, 2016) recommend 
complete abstinence whilst trying to conceive and throughout pregnancy. This study 
focuses on women in the UK whom, at the time of the interview, had given birth 
within the last 12 months.  It aims to explore: 1) what they understand about the 
alcohol guidelines; 2) their thoughts on the guidelines changing to take a 
precautionary approach; 3) how the UK alcohol guidelines influence their choices 
around alcohol during pregnancy.   Methods: Semi-structured interviews were 
carried out with twelve female participants who had given birth within 12 months of 
the interview taking place. The interviews were conducted face-to-face, over the 
telephone or over Skype and transcribed and analysed using inductive thematic 
analysis. Results and Discussion: Three themes were identified: Making sense of 
it all (subtheme: inconsistent messages from healthcare professionals); The conflict 
within; and Social norms and expectations (subtheme: everyone knows you don’t 
get drunk). Overall, women in this study did not feel that the guidelines related to 
them or their pregnancy, suggesting conversations need to be more personalised. It 
is recommended health professionals identity factors which may influence their 
patients and tailor the message to be personally relevant. This in turn may better 
assist with the decision-making process and amount of ‘personal sacrifice’ that may 
be experienced if women abstain completely. To assist in personally tailoring the 
message and improving uptake, healthcare professionals could be trained to 
understand social norms with the intention to target at risk groups.   
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Chapter 1. Literature Review 
 
1.0 Introduction 
This thesis has been undertaken in order to understand women’s perceptions of 
alcohol guidelines and their choices regarding alcohol consumption in pregnancy. 
This chapter explains the background and the justification for the research and will 
look at general guidance provided for health behaviours in pregnancy. It will also 
review why this is a topic for health psychology, examine alcohol consumption in 
society more broadly and specifically why alcohol in pregnancy is an area of public 
health concern. In addition, the complexity of Foetal Alcohol Spectrum Disorders will 
be discussed. 
A woman’s health behaviours during pregnancy are known to have implications for 
her unborn child such as preterm birth, birth weight and neurodevelopmental 
disorders (Crozier et al, 2009). Guidelines for pregnant women in the UK 
recommend women should not smoke; and they should have a healthy diet with at 
least 5 portions of fruit and vegetables a day, and limit caffeine to 200 mgs a day. 
During pregnancy, there are certain foods that are advised to be avoided including: 
soft cheeses; raw or undercooked meat; pate; liver; cold cured meats; fish such as 
shark, marlin and swordfish (NHS choices, 2017).  Oily fish is to be limited to no 
more than two portions per week and raw fish is only to be eaten if it has first been 
frozen (NHS choices, 2017). In addition, since January 2016, the alcohol guidelines 
for alcohol in pregnancy now take a precautionary approach and advise not to 
consume any alcohol whilst trying to conceive and during pregnancy (Department of 
Health; 2016). Nevertheless, a systematic review on the prevalence of alcohol use 
during pregnancy predicted 41% of women in the UK consume alcohol whilst 
pregnant (Popova et al, 2017). 
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1.1 The Cultural and Social Context of Alcohol in the UK  
There has been a major focus on the reduction of alcohol consumption in the UK over 
the last decade for public health, social policy, the media and academic research. 
Public Health England (2014, p. 17) state “Nine million adults now drink at levels that 
increase the risk of harm of whom 1.6 million show signs of dependence.” 
Government guidelines for consumption of alcohol recommend that women should 
not drink more than 14 units of alcohol per week and pregnant women should not 
consume any alcohol (NHS Livewell, 2018). Despite this, alcohol consumption in the 
UK has become a public health concern with the focus on the problem of ‘binge’ 
drinking and the emergence of a ‘culture of intoxication’ (Measham, 2006, p.258). 
Women in particular have been drinking increased amounts of alcohol and are now 
more likely to engage in binge drinking behaviour than in the 1970s and 80s (Institute 
of Alcohol Studies, 2017). Binge drinking for women in the UK is defined as drinking 
more than 6 units of alcohol in a single session (NHS Livewell, 2019). Furthermore, 
the gender gap between men and women’s alcohol consumption has closed in recent 
decades. Slade et al (2016) conducted a systematic review which included an 
analysis of 68 international studies and found that in the earliest years of the 20th 
century men were twice as likely to drink alcohol as women.  However, for those born 
in the latest years of the 20th century, young men aged 18-25 years old, were only 1.1 
times more likely to drink alcohol than women, 1.2 times more likely to drink 
problematically and 1.3 times more likely to experience alcohol-related harms.  
Consumption of regular alcohol intake for women remains at historically high levels. 
The influence of this increase is partly due to an increased affordability. (Foster and 
Marriott, 2006).  It has become socially acceptable for women to drink alcohol and 
they now have more opportunity to do so, for example in the workplace (Romo, 
Dinsmore, Connolly and Davis, 2015). Approximately 50 per cent of adult women in 
the UK drink weekly, with half of those drinking more than three units of alcohol on at 
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least one occasion a week (Office for National Statistics ONS, 2016).The Institute of 
Alcohol Studies (2017) suggests that women in the UK who are from managerial and 
professional socio-economic groups drink heavily on a regular basis. This is a 
contrast to women working in routine and manual workplaces who have lower than 
average consumption in relation to hazardous levels. (Dunstan (2010). These findings 
are taken from The General Household Survey (GHS) where households are asked 
about their consumption of alcohol based on; the maximum amount drunk on any one 
day in the previous seven days and average weekly alcohol consumption. It is 
important to consider that this data is self-reported and the estimated consumption 
could be lower than the actual amount consumed, as people are likely to 
underestimate how much alcohol they actually consume especially drinking at home, 
where alcohol is generally not measured (Dunstan, 2010). Under-reporting is also 
likely due to social desirability - women are likely to under-report the amount they 
drink due to the social stigma and the increased awareness of the dangers of alcohol 
consumption during pregnancy and because they are relying on recall (Bailey and 
Sokol, 2011).  
Concern over women’s increasing alcohol consumption has led to public health 
campaigns which aim to prevent high consumption and raise awareness of the 
harmful effects of excessive drinking. (Department of Health, 2016; Change4life, 
2012; Drinkware, 2018).  These campaigns are not specific to drinking during 
pregnancy - they are aimed at the general population to promote cutting back on 
alcohol and not binge drinking. A recent campaign was Public Health England 
teaming up with Drinkware to promote Drink Free days. Behavioural science suggests 
in order to help people change behaviour, simple and easy ways are most effective 
(Drinkware, 2012; 2018). What is positive about this campaign is the evidence from 
behavioural science as well as pre campaign research, which found the concept of 
drink free days resonated strongly with the public. The campaign was seen as 
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something which was positive, clear to follow, and achievable. Nevertheless, it is 
important to consider that although people are being encouraged to have drink free 
days, they may drink more on other days; and therefore, this may not help in reducing 
overall alcohol consumption.  In addition, there has been criticism of the partnership 
between Drinkware and Public Health England since although Drinkware is a charity, 
it is partly funded by the alcohol industry. (Gilmore, Bauld and Britton, 2018). This 
demonstrates the complexity of promoting the reduction of alcohol consumption in 
society. Public Health England have seen an opportunity to reach a large audience 
however their approach has been criticised by alcohol experts in the field with an 
argument of credibility. (Petticrew, McKee and Marteau (2018).  Nevertheless, Public 
Health England has stood by its decision arguing that teaming up with Drinkware will 
help with reaching a large target audience. (Selbie, 2018) 
1.2 Alcohol guidelines in the UK  
Prior to the UK guidelines being updated in January 2016, the guidance for pregnant 
women was to avoid drinking alcohol when trying to conceive and during the first three 
months of pregnancy. Women were told the safest option is to avoid alcohol 
altogether; however it was also stated that there is a lack of evidence of any harm for 
low levels of alcohol and therefore if women chose to drink after the first trimester 
they should drink low levels of alcohol, defined as 1-2 units, once or twice a week 
(NICE, 2008; Royal College of Obstetricians and Gynaecologists, 2015; Department 
of Health, 2008).  
Since January 2016 pregnancy guidelines for the consumption of alcohol now adopt 
a precautionary approach in the absence of clear evidence. See table 1 below for the 





Table 1. Alcohol guidelines for pregnant women  
The Chief Medical Officers’ guidelines 
(published 2016)  
NICE antenatal care guidance (CG62, 
published 2008)  
If you are pregnant or think you could 
become pregnant, the safest approach is 
not to drink alcohol at all, to keep risks to 
your baby to a minimum.  
 
Pregnant women and women planning a 
pregnancy should be advised to avoid 
drinking alcohol in the first three months of 
pregnancy because it may be associated 
with an increased risk of miscarriage.  
Drinking in pregnancy can lead to long-
term harm to the baby, with the more you 
drink the greater the risk. The risk of harm 
to the baby is likely to be low if you have 
drunk only small amounts of alcohol 
before you knew you were pregnant or 
during pregnancy. If you find out you are 
pregnant after you have drunk alcohol 
during early pregnancy, you should avoid 
further drinking. You should be aware that 
it is unlikely in most cases that your baby 
has been affected. If you are worried 
about alcohol use during pregnancy do 
talk to your doctor or midwife. 
If women choose to drink alcohol during 
pregnancy they should be advised to drink 
no more than 1 to 2 UK units once or 
twice a week (1 unit being equivalent to 
half a pint of ordinary strength lager or 
beer, or one shot [25 ml] of spirits. One 
small [125 ml] glass of wine is equal to 1.5 
UK units). Although there is uncertainty 
regarding a safe level of alcohol 
consumption in pregnancy, at this low 
level there is no evidence of harm to the 
unborn baby.  
 
 Women should be informed that getting 
drunk or binge drinking during pregnancy 
(defined as more than 5 standard drinks or 
7.5 UK units on a single occasion) may be 






Due to a lack of evidence base, debate in the medical and academic community in 
the UK regarding what recommendations should be made in relation to alcohol in 
pregnancy has been ongoing and robust. Mukhyerjee et al (2005) argue the only way 
to ensure the foetus is not placed at risk is to advise pregnant women of complete 
abstinence. In contrast others argue that an abstinence message is not based on 
evidence and does not respect the autonomy of pregnant women to make their own 
informed decision (Keane, 2013; Gavaghan, 2009). 
In 2012 the UK’s Chief Medical Officer requested a review of alcohol guidelines on 
the basis that the public have a right to access accurate information and to be 
provided with clear advice about alcohol and the risks to health. In addition, the 
government has a responsibility to provide information in an open way for the public 
to be able to make informed choices. Three independent groups of experts met over 
a period of 30 months to consider and review the evidence on alcohol and the 
effects it can have on health. As a result of these discussions the UK Chief Medical 
Officer put forward three recommendations; a weekly guideline on regular drinking, 
advice on single occasions of drinking, and a guideline on pregnancy and drinking 
(Department of Health; 2016). When reviewing the evidence for alcohol 
consumption during pregnancy the experts looked at several factors. These 
included epidemiological evidence, known harm of alcohol on the developing foetus, 
the importance of clarity and simplicity in providing health messages to the public, 
and continuing with a precautionary approach for low risk drinking where the 
evidence remains inconclusive.  
There are benefits and disadvantages to the 2016 change in guidelines for alcohol 
consumption in pregnancy. One of the benefits is the clear message - in the past, 
the guidelines within the UK have been criticized for what was perceived to be a 
confusing and conflicting message (Mather, Wiles and O’Brien, 2015). Studies have 
indicated that recommended guidelines and limits could be misinterpreted as some 
 
13 
individuals may not be clear about what constitutes a unit of alcohol and even when 
women are provided with this information it does not appear to prevent them from 
consuming more than they realise (Mukherjee et al, 2015). A disadvantage of the 
guidance is that some women who have consumed some alcohol in pregnancy may 
feel unnecessarily worried (Holland et al, 2016; Kean, 2013). Nevertheless, the 
guidance does point out that the risk is likely to be low for women who have 
consumed small amounts of alcohol before they knew they were pregnant or during 
pregnancy (RCOG, 2018).  
1.3 The impact of alcohol consumption during pregnancy  
 
Drinking and smoking during pregnancy have specifically been identified as 
significant public health problems that are harmful to the development of the foetus. 
Heavy cigarette smoking during pregnancy is linked to spontaneous abortions, 
premature births, low birth weights, sudden infant death as well as negative 
behavioural and cognitive outcomes in children (Shea and Steiner, 2008). Heavy 
drinking has been linked to birth defects and neurological disorders (O’Leary and 
Bower, 2012). Alcohol consumption has been recognised as one of the major 
preventable causes of negative birth outcomes (Gray and Henderson, 2006). Birth 
defects caused by maternal consumption of alcohol during pregnancy are known as 
Foetal Alcohol Spectrum Disorders (FASD), an umbrella term for several diagnoses 
including physical, behavioural and cognitive impairments. Individuals with FASD 
will exhibit a wide range of abnormalities including impaired growth, characteristic 
facial features and neurodevelopment disorders. Common problems include - 
physical impairments, sleep problems, poor immune system, speech and language 
delays, memory problems, hyperactivity and inappropriate social behaviour (RCOG, 
2016; FASD Trust, 2016). FASD prenatal alcohol exposure has been linked with 
many other adverse birth outcomes including miscarriage, stillbirth and pre- term 
delivery (Bailey and Sokol, 2011).  
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The most severe outcome is known as Fetal Alcohol Syndrome (FAS) (Jones and 
Smith, 1973). Those born with FAS may have abnormal facial features, growth 
problems, and central nervous system (CNS) problems, as well as problems with 
learning, memory, attention span, communication, vision, or hearing (Centre for 
Disease Control and Prevention, 2018).To date, there is no reliable evidence of 
rates of FASD in the UK. According to the Centre for Disease Control and 
Prevention (2017) experts estimate that the full range of FASD among 6 - 7-year-old 
children in the USA and some Western European countries may be as high as 2% 
to 5% of the population. This is based on community studies and physical 
examinations. There is uncertainty in relation to what levels and patterns of alcohol 
consumption are associated with foetal harm. May et al (2008) point to evidence of 
a dose responsive relationship, with severe consequences such as FASD being as 
a result of heavy and frequent consumption of alcohol. 
1.3.1 Low to moderate amounts of alcohol in pregnancy  
There has been an ongoing debate as to whether low to moderate levels of alcohol 
exposure are a risk to the developing foetus (Kelly et al, 2008).  A previous study 
found consuming more than 5 drinks per week during pregnancy was a risk factor for 
spontaneous abortion in the first trimester (Kesmodel et al, 2002). Alcohol 
consumption during pregnancy may also impact on the child’s later development 
including attentional capacity and achievement (Underbjerg et al, 2012). Several 
researchers suggest that there is no safe level of alcohol consumption during 
pregnancy and even low to moderate social drinking could pose the risk of abnormal 





O’Leary and Bower (2012) reviewed a wide range of evidence from systematic 
reviews and meta-analyses which looked at the risks from low and moderate levels 
of alcohol exposure during pregnancy. They found no strong evidence of harm from 
low levels of exposure to alcohol during pregnancy and argued that this may be due 
to methodological issues such as confounding and/or misclassification of outcomes.  
Nevertheless, they concluded that policy should promote abstinence from alcohol 
during pregnancy as there is a very small margin before there becomes an increased 
risk to the foetus. They stress that the message of abstinence should be presented in 
a balanced way so as to prevent unintended negative consequences such as 
generating stress and anxiety in women who have consumed alcohol - which in the 
worst case scenario may lead to some women considering terminating their 
pregnancy. In addition, the message of abstinence may lead to women not revealing 
they have consumed any alcohol; this fear may prevent women with alcohol problems 
from accessing support. This study reviewed limitations of epidemiological studies in 
depth. A limitation of this review is that it did not report on the quality of included 
studies.  
A systematic review and meta-analyses looked at determining the effects of low- to -
moderate levels of maternal alcohol consumption in pregnancy and its effect on 
longer term outcomes for babies (Mamluk and Edwards et al, 2017). The study 
reported on alcohol consumption of up to two UK units of alcohol up to twice a week 
compared with no alcohol. A strength of this systematic review is that studies were 
only included if they adjusted for the main four potential confounding factors related 
to foetal development; these included – maternal age, socioeconomic status, ethnicity 
and smoking. One included study reviewed low maternal alcohol consumption and 
birth outcomes from a prospective cohort of pregnant women in Leeds with a total 
number of 535 participants. The study measured alcohol intake at four time points, 
before and during pregnancy in trimesters 1, 2 and 3. The study found an association 
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with adverse birth outcomes such as being small for gestational age which was 
strongest in trimester 1 (Nykjaer et al, 2014). In contrast Jaddoe et al (2007) reviewed 
associations between alcohol consumption in different periods of pregnancy and 
reviewed outcomes of low birth weight and preterm birth. The study was carried out 
in Holland and the UK with 4132 participants in a population–based prospective study. 
Jaddoe et al (2007) found overall alcohol consumption during pregnancy was not 
associated with adverse birth outcomes; however the authors point out a dose 
response analysis showed there was a tendency towards adverse effects in early 
pregnancy on birth weight when consuming an average of 1 or more alcoholic drinks 
per day. These were both high quality studies. Overall Mamluk & Edwards et al’s 
(2017) systematic review concluded; on average, drinking up to four units a week 
while pregnant was associated with a 10 per cent increased risk of having a preterm 
birth and an 8 per cent higher risk of having a small baby compared to abstaining 
from alcohol. The authors highlighted that there was very limited evidence when 
comparing light drinking with abstaining for the outcomes they examined (birth weight 
and features of Foetal Alcohol Syndrome). Nevertheless, they concluded the lack of 
evidence suggests abstinence as a precautionary measure; however, the paucity of 
evidence should be explained. The authors agree with the Chief Medical Officers’ 
2016 precautionary approach based on the fact there is limited evidence and point 
out that questions remain regarding effects of maternal alcohol consumption at 
different stages of pregnancy. Importantly, the main conclusion of the paper is the 
lack of evidence in relation to a link between small amounts of alcohol and harmful 
effects, which highlights the weak evidence base on which the UK government advice 





Mamluk et al (2020) conducted a recent review looking at the evidence on the effects 
of prenatal alcohol exposure from randomised controlled trials (RCT) and 
observational designs. To improve casual inferences, they used alternative analytic 
approaches. Twenty-three studies were included which represented five types of 
study design and reported on over 30 outcomes. The study designs included 1 RCT, 
9 Mendelian randomization (MR) and 7 natural experiment studies. One study design-
outcome combination included sufficient independent results to meta-analyse. The 
authors found a likely causal detrimental role of prenatal alcohol exposure on 
cognitive outcomes and weaker evidence for effects on low birthweight. They 
concluded the results should be interpreted with caution as none of the included 
studies were judged to be at low risk of bias in all domains. Furthermore, a limitation 
of the study was MR and natural experiment designs are unable to provided dose-
response estimates and instead mean levels of alcohol consumption were provided.  
Consequently - the question into whether low levels of drinking have a threshold 
whereby alcohol is not harmful to the foetus, is not something which can be answered. 
Despite limitations from the study- it is encouraging to see more robust evidence as 
a result of having the included studies varied in design and therefore less prone to 
fewer confounding variables which usually affect traditional observational studies. 
Furthermore, the study highlights consuming alcohol during pregnancy may affect a 







1.4 Factors which may influence drinking in pregnancy 
It is important to note that not all women drink during their pregnancy. Research 
suggests certain demographic groups may be more prone to engaging in both low-
moderate and problematic drinking behaviours. Counsell, Smale and Geddis (1994) 
found that 41.65% of pregnant women in a study in New Zealand consumed alcohol 
during pregnancy. The Plunket National Child Health Study is a longitudinal study of 
4286 children, where the drinking habits of the mothers of these children was 
examined. The sample was random, ethnically stratified and geographically 
representative. The authors found those who consumed alcohol were more likely to 
be older, had a high level of education and socio-economic status and were mainly 
of European or Maori descent, compared to those that abstained. Most were 
occasional drinkers who drank three- or four-times during pregnancy. However, 
16.7% were frequent drinkers who drank more than once a week. Those who drank 
alcohol frequently were found to be of higher socio-economic status.  
Skagerstrom et al (2011) published a systematic review of the predictors of drinking 
alcohol during pregnancy and found that women’s pre-pregnancy alcohol 
consumption (quantity and frequency) was consistently associated with drinking 
during pregnancy. Another consistently identified predictor was having been abused 
or exposed to violence. Less consistent predictors of drinking during pregnancy were 
income, socio-economic status and infrequent predictors included education level, 
unemployment and marital status. Other studies have also found past drinking 
behaviours are predictive of future prenatal alcohol use (see Bobo et al, 2006; 
Goransson et al, 2003) and, although women reduce their alcohol consumption during 
pregnancy, they usually return to their previous drinking patterns after the birth of a 
child (Jagodzinski & Fleming; 2007). A study comparing the prevalence and 
predictors of alcohol consumption in Ireland, the UK, Australia and New Zealand 
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found the only consistent predictor of alcohol consumption across all the studies and 
countries was smoking (O’Keeffe et al, 2014). Several studies have found that older 
age is consistently identified as a predictor of drinking alcohol during pregnancy 
(Maloney et al; 2011; Niclasen, 2014; Murphy et al; 2013). These findings suggest 
that the relationship between predictors and drinking during pregnancy is complex 
and multifaceted. Nevertheless, these studies tend to rely on self-reported alcohol 
consumption as the primary outcome measure. Therefore, reporting and recall biases 
may exist which could partly explain why studies often find different predictors for 
drinking alcohol in pregnancy.  
Cultural and social norms may also influence alcohol consumption. Popova et al 
(2017) conducted a systematic review on the prevalence of alcohol use during 
pregnancy. They estimated that 10% of women in the general population consume 
alcohol in pregnancy. The five countries with the highest estimated prevalence of 
alcohol use during pregnancy were Russia (36·5%), UK (41·3%), Denmark (45·8%,), 
Belarus (46·6%), and Ireland (60·4%). Jonsson, Salmon and Warren (2014) point out 
that beyond the acceptance of alcohol in society, other factors which may lead to 
women consuming alcohol in pregnancy include drinking before pregnancy is 
recognised; a lack of awareness of the risks of alcohol on the unborn child; alcohol 
dependence and social pressure to drink. Leppo et al (2014) reviewed alcohol 
abstinence policy in four Nordic countries and found it to be based on precaution, 
although three out of the four countries did not explain this. Therefore, a misleading 
message about the low levels of alcohol in pregnancy is often provided. Denmark was 
found to be the only country where the precautionary principle was openly discussed. 
A socio-cultural approach to risk perception focuses on the way in which risk 
perception is shaped by the social and cultural contexts of everyday life (Wildavsky 
and Dake, 1990). This approach acknowledges that an individual’s beliefs, values 
and views of the world influence how risk is perceived. (Zinn, 2008). 
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Knowledge is seen as one of the many elements that may influence risk perception 
Hammer (2016) has argued that many women internalise a discourse of risk in 
pregnancy as a result of social norms and what is considered to be a ‘good mother’. 
Motherhood is a socially constructed concept and with this construction comes the 
notion of the ‘good’ or ‘bad’ mother (Miller, 2005). ‘Good’ mothers are expected to 
follow advice and fulfil society’s expectations (Copleton, 2007). Women who go 
against recommendations in pregnancy can become stigmatised and as a result this 
can lead to their behaviour being classed as ‘bad.’ The literature suggests one way 
that pregnant women incorporate perception of risk is by relying on the evidence of 
their previous pregnancies or the pregnancies of women they know in their own social 
network. Women are found to be reassured by positive outcomes when others had 
consumed alcohol in pregnancy and had reported having healthy babies. (de 
Bonnaire et al, 2014; Hammer and Inglin, 2014; Raymond et al; 2009). Research has 
examined the ways in which beliefs and social practices, for example about smoking 
and drinking, have influenced perception of risk. In countries where smoking is no 
longer normalised and policy supports this, smoking has become increasing 
stigmatised (Sei-Hill and Shanahan 2003).  
Hammer and Inglin (2014) conducted a qualitative study in Switzerland of 50 mainly 
white, partnered and educated women. The study used semi-structured interviews 
and explored how pregnancy had changed women’s consumption of alcohol and 
tobacco and their perceptions of the risks. The women in the study noted that official 
guidance in Switzerland had changed from one of moderation to total abstinence 
during pregnancy, however they questioned the need for total abstinence from 




The authors found women regarded maternal drinking as a potential risk, however 
they believed the risks could be reduced by taking precautions such as not drinking 
spirits, controlling how much they drank, drinking slowly and not on an empty 
stomach, and drinking only on special occasions. These women saw moderate 
drinking as an acceptable behaviour. In contrast any tobacco use was seen as a risky 
behaviour and failure to be a ‘good mother.’ (Hammer and Inglin, 2014).   
An Australian qualitative study found that biomedical uncertainty influenced women’s 
perceptions on the validity of guidelines regarding alcohol use in pregnancy (Holland, 
McCallum and Blood, 2015). They found participants viewed the ‘abstinence only’ 
message as inducing fear and they saw this as an unnecessary way to try and 
regulate women in pregnancy. Alcohol policies focus on responsible drinking and it 
appears a result of this is that drinking is seen as a lifestyle choice rather than an 
unhealthy behaviour (Bell et al, 2011).There is uncertainty in relation to the biomedical 
evidence for consuming alcohol during pregnancy; however, when it comes to 
smoking there is a firmer biomedical basis of the harm to the foetus and negative 
health outcomes. The Centre for Disease Control and Prevention (2019) warn that 
smoking during pregnancy increases the risk of health problems such as preterm birth 
and low birth weight and smoking during and after pregnancy increases the risk of 
sudden infant death syndrome (SIDS). 
Raymond et al (2009) conducted a qualitative study in the UK into women’s alcohol 
consumption and sources of information on drinking during pregnancy. They suggest 
that women’s own views on the risk of drinking during pregnancy may have influenced 
their alcohol consumption, which was influenced by conflicting information about the 
guidelines and from the media. They found that health professionals often asked 
pregnant women about their alcohol consumption but did not give advice or gave 
advice that was not considered informative enough. The authors suggest that this 
may have encouraged women to rely on anecdotal advice from friends or family and 
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from their own experiences during their previous pregnancies. Moreover, the authors 
found that perceived risks influenced drinking behaviour and women who were 
uncertain about the possible risks were cautious and chose to abstain from drinking 
alcohol during pregnancy. In contrast, other studies have found that women believe 
that some alcohol is acceptable, and this appears to be based on how they perceive 
the alcohol beverage rather than the potency. A glass of wine is seen as a standard 
drink and considered more acceptable, whilst spirits are viewed as being harmful 
(Anderson et al, 2014; Meurk et al, 2014). 
1.5 Alcohol and antenatal care 
Interactions with healthcare professionals may influence how women perceive the 
risk of consuming alcohol during pregnancy. Qualitative studies have been conducted 
in countries including The Netherlands and Australia where women are advised to 
completely abstain from alcohol during pregnancy. Van der Wulp, Hoving and Vries 
(2013) found that although midwives intended to advise complete abstinence, this 
advice was usually only given when women indicated that they drank alcohol. 
Midwives failed to screen for antenatal alcohol use and the information they provided 
about the consequences of drinking during pregnancy was limited. The pregnant 
women reported receiving conflicting advice around drinking alcohol during 
pregnancy from health professionals. This study highlights the difficulties with 
discussions around drinking alcohol during pregnancy. Van der Wulp, Hoving and 
Vries (2013) found that midwives reported to lack good screening skills and 
knowledge about alcohol consumption during pregnancy. This could possibly explain 
why some pregnant women report receiving conflicting advice from health 
professionals. Merurk (2014) carried out semi-structured face-to-face interviews with 
40 women living in the Greater Brisbane area of Australia. This study looked at factors 
which influence women’s decisions to drink alcohol during pregnancy and found 
women described their healthcare practitioners as being relaxed about the risks of 
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alcohol consumption during pregnancy.  Anderson et al (2014) found that many 
women received less information in subsequent pregnancies compared with their first 
pregnancy. Although the reasons for this are not clear, it could be due to health care 
professionals believing that women have already received information from previous 
pregnancies.  These issues are worth exploring further, since lack of information could 
influence whether pregnant women decide to drink alcohol during pregnancy.  
A study in the UK investigated midwives’ knowledge and practice concerning advice 
to women about alcohol during pregnancy. A postal questionnaire was sent to 13 
NHS Trusts in East Anglia, incorporating city and rural areas. The authors received 
responses from 33.5% of the midwives contacted (n=624). They found less than 2% 
felt “very prepared” to deal with the subject, only 29% routinely provided information 
about antenatal alcohol use and 22% did not provide any information (Winstone and 
Verity; 2015). A strength of this study is receiving an acceptable response rate and 
the questionnaire used was based on one that had successfully been used in 
Australia. However, it is important to consider these results may not be representative 
of midwifery practices throughout the UK.  
More recently, Brown and Trickey (2018) investigated how to communicate public 
health alcohol guidance for expectant and new mothers. The authors conducted a 
scoping report for Alcohol Concern, a charity, with the aim of understanding what key 
stakeholders perceived and experienced in response to the revised alcohol guidelines 
published by the UK’s Chief Medical Officer’s (Department for Health, 2016).  This 
was a qualitative focus group study. The first group involved four participants with 
roles related to policy and strategy for communication of alcohol guidance; group 2 
consisted of five midwives from Wales; group 3 consisted of four professionals and 
practitioners associated with the NCT (National Childbirth Trust) charity; and group 4 
consisted of five new mothers with babies aged under eight months who used the 
services from the NCT charity. The participants in all groups had mixed feelings on 
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the alcohol guidance; however, midwives spoke more about the precautionary 
guidance being seen as helpful. Several of the participants mentioned their concerns 
that adopting the precautionary principle may lead to public health guidance being 
viewed as something which lacks credibility.  
1.6 Why is the current study needed?  
The UK’s most recent guidelines for alcohol consumption during pregnancy were 
published on 8th January 2016, by the UK Chief Medical Officer (Department for 
Health, 2016).  These updated guidelines recommend that women who are trying to 
conceive and those who are pregnant should not consume any amount of alcohol. 
Previously the guidelines had recommended abstinence as the safest option, 
however the guidelines prior to January 2016 pointed out there is a lack of evidence 
of the effects of consumption of levels of alcohol and therefore women who choose 
to drink some alcohol should wait until the second trimester and not consume more 
than 1-2 units once or twice a week (NICE, 2008; Royal College of Obstetricians and 
Gynaecologists, 2015; Department of Health, 2008). The literature reviewed suggests 
that women are unclear about the alcohol guidelines during pregnancy and there is a 
lack of clarity around public health messages. Investigating what women understand 
and think about the guidelines since they changed to take a precautionary approach 
is important, as women’s thoughts and beliefs will influence their perceptions of risk 
associated with drinking during pregnancy. Recent systematic reviews and meta 
analyses suggest that even low amounts of alcohol consumed during pregnancy may 






Exploring women’s perspectives could help inform strategies for how midwives and 
other health care professionals discuss alcohol consumption in pregnancy in ways 
which are effective. If health professionals can understand women’s influences and 
understanding around alcohol in pregnancy, then they are more likely to be prepared 
and potentially more confident to routinely have conversations with women around 
alcohol during pregnancy (Meurk et al, 2014; Anderson et al, 2014).  It is important 
these conversations are had in order for women to be able to make an informed 
choice. In addition, the majority of qualitative studies reviewing alcohol during 
pregnancy have been carried out in Australia. A study in the UK may have different 
findings. The literature review suggests that social norms have an influence on 
whether women chose to drink alcohol during pregnancy or not. It is important to 
explore this area as findings could be beneficial in informing future health promotion 
strategies around this topic and if delivered effectively the advice could potentially 
help to reduce or eliminate foetal harm as well as improve outcomes for children’s 
future health. 
1.7 Research Aims 
This study aims to explore: 
1: What women know about the current (January 2016) UK guidelines 
around drinking alcohol during pregnancy 
 
2.  What women think about the guidelines changing to take a precautionary 
approach 
 






Chapter 2. Methodology 
2.0 Design 
To date, several studies have investigated alcohol in pregnancy (Crawford-Williams 
et al, 2015 Anderson et al; 2014; Raymond et al; 2009). A qualitative research design 
was employed in the current study in order to understand the participants’ views and 
experiences and to address the aims of the research. Furthermore, qualitative enquiry 
allows for rich and detailed individual meanings to be explored (Paton, 2005; Braun 
and Clarke, 2013), as well as being appropriate for discussion of sensitive and 
personal topics. Recent qualitative studies continue to find a lack of discussions 
around alcohol in pregnancy during antenatal care, meaning that women are not 
making decisions about whether or not to drink based on information from a 
healthcare professional (van der Wulp et al, 2012; Anderson, 2014; Winstone and 
Verity, 2015) and demonstrating the suitability and value of qualitative research in this 
field. Qualitative interviews were selected as the most appropriate data collection 
method due to the need to gather information on the participants’ experiences as well 
as giving the interviewer the flexibility to gather in-depth information on the topic 
(Seidman, 2013). Furthermore, qualitative interviews allow for sensitivity of the issues 
being explored when discussing alcohol consumption in pregnancy.  
One-to-one interviews allowed them to be conducted at a time and place that was 
most suitable for each interviewee. It was important to be as accommodating as 
possible as the women in this study had young children to look after. Another data 
collection method that may have been suitable is focus groups. However, these may 
have been difficult to organise for participants with young children. Targeting existing 
groups may have been a way of overcoming this challenge, however a disadvantage 
with focus groups is the potential difficulty of keeping the conversation on track, and 
women may not have discussed their alcohol consumption as freely in a group setting. 
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In addition, women often attend groups to connect with other mothers and it was 
considered important not to deny them the opportunity to have the conversations and 
interactions they normally have in their group. The researcher had spoken to several 
mothers known to her to get their views; they had confirmed that, for some mothers, 
attending these groups this was the only time they got to connect with other mothers 
and have meaningful discussion around whatever they wanted to discuss that week.    
The use of qualitative semi-structured interviews was deemed a suitable method of 
data collection. By using one-to-one interviews, the researcher was able to make 
sense of how women interpreted their own personal experiences (Rubin and Rubin, 
2012). Guided semi-structured interviews allowed for follow-on questions, which 
allowed for rapport to be built when sharing experiences. A list of the semi-structured 
open-ended questions can be seen in Appendix 1. The interviews were carried out 
face-to-face at the participant’s home or via telephone or Skype, and were audio 
recorded and transcribed.  
2.1 Theoretical position  
This was a qualitative study using inductive thematic analysis (Braun and Clarke, 
2013), and adopts a critical realist approach. Qualitative research includes a range of 
researchers’ views on what constitutes reality, ranging from a realist approach (which 
considers knowledge to be entirely independent  of knowing about it ), to a relativist 
approach (where it  is entirely constructed through human interpretation and 
knowledge, Braun and Clarke, 2013). The current study was underpinned by a critical 
realist ontology, reflecting the researcher’s belief that there is a reality in the data, that 
the real world exists independently of the observations we make about it and there is 
an underlying truth (Kivunja and Kuyini, 2017). At the same time, the researcher 
acknowledges that this underlying truth is influenced by history, culture and social 
factors, and can vary over time (Braun and Clarke, 2013).  
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Although the external reality provides a foundation for knowledge, it relies on 
individual interpretation both from the research participants and the researcher 
themselves (Willig, 2013). In addition to defining the researcher’s ontological 
viewpoint, it is also important to consider epistemologies - how the researcher 
believes this reality can be accessed and known. Epistemological standpoints range 
from positivist to constructionist (Flick, 2009). Whilst positivism argues that there is 
only one version of ‘the truth’ and knowledge is based on objective and unbiased 
collection of data, constructionists argue it is entirely subjective and created by the 
meaning’s individuals associate to it. This study takes a contextualist position, sitting 
between positivist and constructionist approaches and being similar to critical realism 
in acknowledging that meaning can change over time according to social and cultural 
contexts and  that there are  many interpretations of reality rather than one ‘truth’ 
(Braun & Clarke, 2013).  
This study explored what women know and think about UK guidelines relating to 
alcohol consumption during pregnancy and how these influence women’s choices 
around alcohol in pregnancy.  It was therefore inductive in its approach; allowing for 
knowledge to be generated with no pre-existing hypothesis. Following a realist 
perspective allowed the researcher to see a reality in the data in a semantic way - as 









2.2 Interview design 
The interview schedule was generated from an extensive review of current literature 
related to women and drinking during pregnancy and included questions about; 
women’s experiences of alcohol consumption; understanding and awareness of the 
guidelines and the risks of alcohol consumption and binge drinking; drinking before 
and during pregnancy, and social influences including partners, friends and family, 
and finally questions to understand what advice and messages were received from 
healthcare professionals and the media. Feedback on the draft interview schedule 
was gathered from two women who had been pregnant themselves (see further 
information in the section on Patient and Public involvement, chapter 2.3). The 
involvement of PPI meant the questions were restructured to start with pre-pregnancy 
questions on alcohol and then went on to ask what was consumed in the most recent 
pregnancy and then to discuss alcohol consumption during previous pregnancies. 
Semi-structured interviews allowed the interviewer to be responsive based on what 
the participant had shared. This allowed the interview to flow as well as enabling the 
interviewer to follow the participant’s lead which in turn helped to make participants 
feel comfortable in sharing their own thoughts and experiences.  
The semi-structured interview schedule started with asking participants about their 
experiences of alcohol use prior to pregnancy. This was a useful way to establish the 
conversation as well as providing a sense of context and enabled the participants to 
become comfortable within the interview before questions were asked related to 
alcohol consumption in their pregnancy. In addition, the first part of the interview 
allowed participants to get used to answering questions and expressing their views. 
General questions were included asking the participants what they drank when they 




Participants were then asked if they knew about the alcohol guidelines for women not 
pregnant and how many units of alcohol are typically in 1 glass of wine or beer as 
well as how they would define binge drinking. The second part of the interview went 
on to ask participants what they think about drinking during pregnancy and what they 
would consider to be a safe level of drinking in pregnancy. If the participant went on 
to speak about another topic, the interviewer pursued this line of questioning and 
asked relevant follow-up questions before moving on to other questions. In addition, 
if participants started answering questions which were planned later in the interview 
schedule the interviewer made a mental note to ensure this question was not asked 
later. It was important for participants to be able to explain their thoughts and opinions 
whilst they were in flow.  
Following on in a sequential order would have had an impact on rapport and would 
have made it more difficult for participants to feel relaxed and able to speak their 
minds freely. The third part of the interview focused on the choices the women had 
made regarding whether to drink alcohol or abstain during their own pregnancy and 
what their partner, friends and family thought about consuming alcohol during 
pregnancy. They were asked what they knew about any potential consequences of 
drinking during pregnancy. The fourth and final part of the interview asked the 
participants if they were aware of the guidelines and recommendations for drinking 
alcohol in pregnancy, what their thoughts were, and what information they had been 
provided with and conversations they had had with healthcare professionals. It was 
during this final part that women were asked about their thoughts on the guidelines 
changing to take a precautionary approach if this had not already been discussed 





Participants were given the option of having a face-to-face, Skype or telephone 
interview. In this study it was extremely important to give participants several options 
to make it as convenient as possible to participate in the study; factoring in that many 
may have young children which could make may it very difficult to take part. The 
advantage of face-to-face interviews is the ability of the interviewer to be able to take 
advantage of vocal and body language cues of the interviewee, which assists with 
rapport and may help to get more information out of the interview (Opdenakker, 2006). 
Limitations of conducting in-person face-to-face interviews include they can be time 
consuming to arrange, can be expensive in terms of travelling to different areas and 
may make it difficult for busy participants to take part. Some traditionalists regard 
telephone interviews as being inferior due to the lack of visual contact (Gillham, 2005; 
Hermanowicz, 2002). Those who have this view argue the lack of visual contact 
influences rapport leading to interviewees being more reluctant to speak freely and 
could potentially lead to shorter interviews with superfluous data (Sweet, 2002). 
However, other researchers have not found any differences when comparing face-to-
face interviews with telephone interviews. Sturges and Hanrahan (2004) conducted 
a study which aimed to understand the experiences of individuals visiting family 
members in jail. They compared 21 face-to-face interviews with 22 telephone 
interviews and concluded the telephone interviews provided data comparable to the 
face-to face interviews. Others have found that telephone interviews can help build 
rapport when talking about sensitive subjects such as rape (Trier-Bienick, 2012) and 
past traumatic experiences with sexual minority women (Drabble et al, 2016). A 
benefit of telephone interviews is they can help to provide a more balanced 
distribution of power compared with face-to-face interviews as the telephone can give 
more control over the conversation to the interviewee which, in turn, can help them to 
talk more openly (Volg, 2013).  
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In this current study exploring attitudes towards messages of alcohol in pregnancy, 
only one participant opted for a Skype interview. Skype involves being able to see 
each other over video as well as having audio. A downside to Skype is that it relies 
on having a stable internet connection for both the interviewer and the interviewee. 
2.3 Sampling  
Opportunity sampling was undertaken, a mixture of participants who continued to 
drink during pregnancy and those who were abstinent were included. As well as 
understanding why women choose to drink, it is equally important to understand why 
they choose abstinence. This provided the potential to develop a rich and in-depth 
understanding of women’s views and behaviours in relation to alcohol in pregnancy. 
Women who had just had their first child, as well as those for whom this was not their 
first pregnancy, were included in the study.  
Inclusion/exclusion criteria  
Women who were between 18 and 49 years of age who had a full-term live birth 
within 12 months of the interview date were included in the study. The reason for 
asking women who had already given birth was due to the sensitive nature of the 
research topic - questioning pregnant women could make them feel uncomfortable 
and unnecessarily worried if they had consumed some alcohol in pregnancy. 
 Women who had just had their first child, as well as those for whom this was not 
their first pregnancy, were included in the study and women were included whether 
they drank alcohol or not during pregnancy.  
Women who would be unable to take part in a semi-structured interview in English 
were excluded as well as mothers who had not been pregnant, for example, those 




2.4 Recruitment strategy 
Women were recruited from mother and baby groups in various locations of the 
South of England (London, Brighton, Bristol and Truro in Cornwall). Initially women 
were recruited via social media (Facebook, Twitter and Linked-In). Advertisements 
were regularly placed on several mother and baby groups’ pages, including 
mumsnet.com. Online mothers’ groups in North and South London and Bristol said 
‘no’ to placing adverts and other groups in London placed restrictions on when the 
advert could be placed.  In addition, two mother and baby groups in London were 
visited face-to-face, and several more were contacted. One of the challenges 
encountered was finding women who did drink alcohol in pregnancy. In addition, it 
was challenging to encourage women from lower socio-economic backgrounds to 
come forward. Once a woman had expressed interested in taking part in the study, 
she was contacted and provided with the information sheet. Once they had had a 
chance to read the information sheet, potential participants were sent the consent 
form and asked for their preferred method for the interview. Having the various 
methods for conducting the interview and offering the interview at a convenient time 
for participants were both essential in making it easy as possible for the interviews 








2.4.1 Sample Size 
Determining sample size in qualitative research is not straightforward. It is 
influenced by what the researcher wants to know and other factors including the 
quality of data, the scope of the topic and the amount of useful information obtained 
from each participant (Patton, 2002; Morse, 2000). The sample size must be 
appropriate for the research question and an adequate sample size can be seen as 
one that gives sufficient data in terms of both depth and quality (Marshall, 1996). 
This study was aimed at exploring participants’ understanding of the current UK 
guidelines around drinking alcohol during pregnancy as well as their attitudes 
towards these guidelines and their self-reported behaviour in response to their 
understanding and attitude towards them. According to Braun and Clarke (2013), 
exploring experiences by using one-to-one interviewing requires a moderate sample 
size of between 10-20 interviews. This allows for patterns to be explored across the 
data, whilst at the same time preserving a focus on individual experiences. Braun 
and Clarke (2019) have recently questioned whether data saturation is appropriate 
in thematic analysis research. Data saturation is the point where no new themes or 
codes are being seen from the data. Braun and Clarke (2019) suggest that meaning 
is generated through the interpretation of data and therefore data saturation is a 
subjective judgement which cannot be determined in advance of analysis.  In this 
present study the number of interviews was not determined in advance of 
recruitment. The researcher made a subjective judgement that data saturation had 
occurred after twelve interviews as a result of ongoing review and reflection of the 
interviews and data; the accounts from the women demonstrated common essential 
characteristics. This allowed the researcher to feel confident in the data being rich in 
nature and comprehensive and that no further reasonable themes could be 
identified to add originality to the analysis (Morse, 2015)  
 
35 
2.5 Patient and Public Involvement (PPI)  
Input was sought to inform the research interview schedule. The National Institute 
for Health Research (NIHR) describes PPI in research as the development of an 
active partnership between researchers and patients and/or members of the public. 
By listening to people with personal experiences of the topic being investigated, 
researchers and the public can work together to develop research which is relevant 
and will benefit patients and the public. INVOLVE (2012, page 6) defines public 
involvement in research as “research being carried out ‘with’ or ‘by’ members of the 
public rather than ‘to’, ‘about’ or ‘for’ them.” PPI was incorporated into this study by 
having two members of the public (who had both had a child within the last year) to 
make contributions to the interview schedule. By involving members of the public in 
research, it enables a different perspective; and by using their personal knowledge 
they can potentially improve the quality of the research by making the language and 
questions asked more accessible (Involve, 2012). The draft questions were 
reviewed, and the following suggestions were made: restructure the questions by 
beginning with pre-pregnancy questions on alcohol and then moving on to what was 
consumed in the most recent pregnancy and what influenced this, and finally, to 
review previous pregnancies. Some wording of the questions was slightly amended 
which helped to make them clearer. Whilst there are advantages of gaining different 
viewpoints, it is also important to acknowledge that the views from a small number 
of women who have had a baby in the last year, cannot reflect those who may 
ultimately take part.  
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2.6 Interview Process 
Interviews were conducted in two phases. The first phase started in the summer of 
2016 and the final phase began in the spring of 2017. In between the interviews, the 
audio files were transcribed, and notes were made. Interviews were conducted at a 
suitable time either face-to-face; over the telephone or on Skype; whichever was most 
convenient to the participant. All participants were alone during the interview with no 
partners present. Two participants chose to have face-to-face interviews, which took 
place in their homes. One participant chose to do the interview over Skype and the 
remaining nine participants chose to be interviewed over the telephone. Prior to the 
interviews, the participants were e-mailed the information sheet and the consent form. 
In addition, consent for audio recording the interviews was obtained at the start of the 
audio recording. The interviews lasted between 18 and 40 minutes with the mean 
time being 32 minutes. One of the challenges in this study was around the potential 
for social desirability. As the interviews focussed on understanding guidance around 
alcohol consumption during pregnancy, women may have responded in ways they 
felt were socially acceptable given the sensitivity of the topic. To help overcome this 
challenge it was highlighted to participants that there were no right, or wrong answers 
and time was taken to build rapport rather than going straight into the interview 
questions. To overcome another potential challenge around childcare commitments, 
the interviews were arranged around what was convenient for the participants and 
the mothers were advised the interviews could be stopped and started and broken 






In order for participants to feel comfortable to discuss their experiences it was vital 
that rapport was established and therefore the interviews involved using responsive 
interviewing which Rubin and Rubin (2012) describe as a qualitative interviewing 
style. The emphasis was on building trust between the interviewer and the interviewee 
which helped with a conversational tone. The questions followed on from what the 
interviewee had previously said, and new questions helped elicit the individual 
experience of each interviewee. 
2.7 Ethics  
 
This study was approved by the University of the West of England’s Faculty of Health 
and Applied Science Research Ethics Committee. The British Psychological Society’s 
code of ethics was adhered to throughout the research. The information sheet 
outlined the purpose of the research; what the questions would focus on and why 
participants were being invited to take part. Participants were assured that the 
interviews would be completely confidential and anonymous, and they would not be 
identifiable in any transcripts or outputs from the study. They were told that taking part 
was voluntary and if they decided to withdraw from the study, they would have one 
month after the interview in which to do so. They were given the opportunity to ask 
any questions before the interview took place and were asked at the start of the 
interview for their consent for the interview to be audio recorded. Participants were 
reassured that there were no right or wrong answers. Furthermore, participants were 
informed that the study was interested in their own views and experiences, not those 
of other people. Although risks were mitigated by conducting the interviews after the 
women had given birth, there was a risk that some participants could still become 
worried or concerned with their choice of consuming some alcohol. The researcher 
has experience of dealing with sensitive issues from her work roles and was prepared 
to deal with any distress.  
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There was one interview where the participant was reflecting on her choice, this led 
to questions arising that it seemed she had not thought much about before. The 
participant worked through her reflections and came to her own conclusions that she 
had made her choices based on her knowledge at the time. Nevertheless, the links 
on the information sheet were pointed out and the participant was reassured that she 
was following the given guidelines at the time and that everyone is affected differently 
by alcohol, which is why a precautionary approach is recommended.  
2.8 Data analysis  
Thematic Analysis (TA) was used to analyse the data (Braun and Clarke 2006). The 
rationale for using thematic analysis is that it allows for detailed and rich information 
to be analysed in depth and for the complexities within each narrative to be 
deconstructed (Willig, 2008). This allowed for seeking patterns across the interviews 
in relation to women’s perceptions of harm of drinking during pregnancy and their 
thoughts on current advice on drinking whilst pregnant. Britten (1995, page 251) 
points out that in interviews the aim is to “discover the interviewees’ own frameworks 
of meaning.”  
Another analytical approach considered was interpretative phenomenological 
analysis (IPA) where the goal is to understand how people make sense of their lived 
experience (Smith and Osborn, 2015). IPA usually involves a small number of 
participants and focuses on identifying patterns of meaning from in depth exploration 
of these individuals’ subjective experiences. IPA would have been appropriate for 
example, if the researcher wanted to study the lived experience of drinking alcohol in 
pregnancy and in this case completely different questions would have been generated 
to ask during the interviews. This study was looking at meaning in a semantic way in 
relation to what women know and think about the alcohol guidelines as well as how 
they make their choices. Therefore, IPA was not appropriate for this study.  
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An alternative qualitative approach, which aims to seek patterns across data is 
grounded theory (Braun and Clark, 2013). Although grounded theory like TA also 
focuses on the participants’ words rather than how something is said (Braun and 
Clark, 2013), the aim is to construct theory from the data (Charmaz, 2002). In this 
present study data was inductively generated from the interviews and the researcher 
was not aiming to build a theory. Therefore, grounded theory was also not deemed 
an appropriate approach to data analysis.  
The 6-phase TA outlined by Braun and Clarke (2006) was used to analyse the data. 
The analysis of the interview transcripts was performed by using NVivo 11, software 
for qualitative software analysis. Each transcript was first read a few times - this is the 
first step, becoming familiar with the data. As I transcribed all the interviews, this 
familiarisation with the data started early in the process. After a detailed reading of 
the transcript, notes were made, and data was coded into key ideas and quotes. The 
generation of initial codes is the second step and codes were then individually 
generated on each transcript.  The third step involved searching for themes across 
the transcripts.  This was done by comparing codes across the transcripts and 
detailing how ideas and thoughts within each narrative compared and contrasted. The 
fourth step was to search for themes by reviewing the codes across the transcripts. 
The fifth step involved producing a map of the provisional themes and sub themes 
and looking at the relationship between them. The final step was to define and name 
the themes. Analysis did not stop there. As I began writing the results and finalising 
the analysis, I summarised the main themes to explicitly show what that theme was 
covering. The themes were reviewed by DH, my Director of Studies. This allowed for 
a discussion of emergent themes and thoughts about what the data was showing. 




The challenge to overcome was to ensure the themes were fitting into a broader 
overall story (Braun and Clarke, 2006). This involved me having to review the themes 
a few times to consider how they all linked together. My initial themes were more like 
codes. All interview transcripts were analysed before I began trying to get pregnant. 
I reviewed the transcripts again after having been pregnant and having a baby.  
2.8.1 Ensuring Quality 
Braun and Clarke (2013) point out that it is essential to keep a research journal in 
order to conduct good qualitative research. This is important as a researcher’s 
assumptions, values and judgements can influence the interpretation of the research 
and a journal is a way of being aware of any influences and demonstrating quality 
control.  A reflective research diary was used to reflect on recruitment and data 
collection, analysis and the emotional aspects of the research. Extracts from the 
journal can be seen in Appendix 2. In addition, I discussed findings with my Director 
of Studies, and I would regularly check with myself that I had not made any 
assumptions. Furthermore, guidelines on demonstrating and ensuring quality in 
qualitative research were considered (Meyrick, 2008; Tracy, 2010). The eight “big –
tent” criteria for excellent qualitative research guided and informed this study (Tracy, 





Table 2. Tracy’s (2010) Eight “big-tent” criteria for excellent qualitative research   
Worthy topic  In addition to addressing a significant, relevant and interesting 
topic this study is very timely with regular attention in the media. 
The topic of guidelines for alcohol during pregnancy has strong 
moral overtones and provides moral critique. The topic has 
personal meaning - which again makes a very worthy topic to 
research.   
Rich rigour Data collection and data analysis were conducted rigorously by 
using the TA produce outlined by Braun and Clarke (2013). 
Furthermore, I transcribed the interviews which assisted in 
understanding the women’s stories. I reviewed the transcripts after 
having been pregnant, which lends itself to supporting a deeper 
understanding. In turn this supported the analysis in being robust. 
Sincerity   Self-reflexivity has ensured honesty and transparency throughout 
the thesis and I acknowledged how my experiences and 
assumptions may have shaped the research.  
Credibility I sought others input during the process of analysing the data. 
Furthermore, I kept a reflective diary throughout the research 
process which has helped me to consider my assumptions are and 
how these may influence the research.  
Resonance Feeling passionately about the topic and having personal 
experience gives resonance to the research.  
Significant 
contribution 
This study contributes to the literature by expanding current 
knowledge on what women understand about alcohol guidelines in 
pregnancy and their attitudes towards the guidelines. Moreover, 
their self-reported behaviour in response to the guidelines. 
Potentially resulting in a very important contribution by being able 
to support healthcare professionals in having meaningful 
conversations with women around alcohol guidelines and alcohol 
in pregnancy.  
Ethical  Ethical approval was granted from the Health and Applied 
Sciences Faculty and Ethics Committee, University of the West of 
England (UWE). Approval reference: (See Appendix 6). The BPS 
Codes of Human Research Ethics (2014) were adhered to.  
Meaningful 
coherence 
This study used appropriate method and processes to achieve the 
aims. I carefully considered the theoretical frameworks and aims of 









2.9 Reflective Account 
I will give an account of myself in the role of researcher. I acknowledge that my role 
in this research has not been one of a neutral observer and hence my perception 
both influences and shapes the research process. This includes biases relating to 
epistemological and theoretical positions which are implicated in the research 
process and its findings (Silverman, 1997; Willing, 2013). My first experience with 
conducting qualitative research was during my MSc in Health Psychology. It was 
during this time where I learnt the skills required for conducting qualitative interviews 
and analysing data by using thematic analysis. Through reading extensively about 
the various approaches to qualitative work, I feel the one which most resonates with 
my own view is that of a critical realist. As previously discussed, whilst this 
perspective views that a concrete reality does exist, individuals’ perceptions of this 
reality are subjective and socially influenced and therefore can vary over time. The 
nature of qualitative research means the researcher’s own experience will 
undoubtedly influence the research process. When deciding on my research topic I 
was personally invested in finding out what the evidence shows relating to 
consuming some alcohol in pregnancy as I knew that at some point in the future, I 
would be trying to get pregnant; and from the literature I could see the guidelines 
had changed to take a precautionary approach and not in light of any new evidence.  
At the start of the research process I had a view that low amounts of alcohol 
seemed to be acceptable during pregnancy. When I start recruiting for the study, I 
was expecting to find more women who drank alcohol during pregnancy but found; 
that the participants I recruited had chosen to abstain from alcohol during 
pregnancy.  I realised that it was as important to explore how these women came to 
make their decision and to discover their views on the guidance. This reflection 
enabled me to ensure these women’s views were taken just as seriously as those 
who had decided to consume alcohol during pregnancy.  
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When analysing the results, I discussed these with my supervisory team and made 
sure I reflected on what was found to check with myself that I had not made any 
outward interpretations. My reflections helped me to observe this conflict women 
experienced of not only having to think about abstaining when pregnant but also 
when trying to conceive. My initial theme of ‘Alcohol and change’ became ‘The 
conflict within’. This theme now encapsulated the conflict women have about 
consuming alcohol from the moment they start trying to conceive, all the way 
through pregnancy. When I first started conducting the interviews, I was 34 years 
old and had never been pregnant. I had always planned to start a family and my aim 
was to first finish my studying and then start trying for a family. Whilst conducting 
the interviews and analysing the data I would regularly reflect on the interviews and 
it got me thinking about what I would do once I started trying to get pregnant. I could 
understand the reasons for taking a precautionary approach however I also felt 
some anger towards the fact the change in guidelines was not due to any new 
evidence but rather a complete review of the guidelines. I was very aware that some 
countries, for example Australia, have guidelines that say women should not drink 
any alcohol during pregnancy that had been in place for many years. I do enjoy 
drinking alcohol and it plays a fairly large role in my lifestyle and identity. There was 
a sense from the participants that they always knew what they would do once they 
found out they were pregnant. By the time I became pregnant I had already finished 
the interviews and analysed the data. (Full version of reflective account can be seen 
in appendix 7). When analysing the interview transcripts, I had no prior experience of 
trying to conceive  or being pregnant, and therefore I was viewing all the interviews 
with a fresh perspective as I had not had any personal experience of being 
pregnant.  Therefore, this research study was not classed as ‘insider research’ 
(Skies and Potts, 2008). However, once the data had been analysed and reviewed, 
I had experience of being pregnant and having a baby. I reviewed the interviews 
again, this time with a different perspective. This new positioning helped me gain a 
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deeper understanding and insight with what the women in my study had been 
talking about. For example, when they spoke about the challenge of abstaining from 
alcohol before they found out they were pregnant and not wanting to consume 
spirits during pregnancy as they were perceived as being too strong. I could really 
relate to what they were saying. (See reflection of interviews towards the end of my 
pregnancy in appendix 7). 
 
When I reflect on the research process, I realise my frustration was with the 
guidelines not being clearly explained. When I did start trying for a baby, I had 
already conducted the research and I can now reflect that my view from the start of 
the research has completely changed. At the start of the research, I feel I was 
hoping that the research would suggest it is low risk to consume some alcohol in 
pregnancy. My view now is- there is so much uncertainty on how even low levels of 
alcohol will affect the foetus, and therefore the guidelines should promote abstaining 
from alcohol during pregnancy. This reflection demonstrates how I was regularly 
checking my own assumptions and reflecting on the literature. I had a genuine 








Chapter 3: Results 
3.0 Participant demographics  
A total of twelve women were recruited.  An additional five women initially 
expressed an interested in taking part, however, when it came to booking an 
interview they could not be contacted.  Participants were aged between 23-42 years 
old with the majority being in their mid 30’s. Eight participants described themselves 
as White British, two as Black African, one as Black Caribbean and one as Mixed 
race. For nine of the participants, this was their first pregnancy. Nine interviews 
were conducted over the telephone, two face-to-face and one over Skype. Half of 
the participants lived in London. All the women in this study were married, apart 
from one; and all their pregnancies had been planned. The interviews were 
conducted over a period of 12 months. Two participants had given birth before the 
guidelines changed to abstinence. In addition, two participants were in the later 
stages of their pregnancy and one participant was in her first trimester when the 
guidance changed. For most of these women, this was their first pregnancy (nine 
women).  
There are no clear guidelines on how to measure Socio economic status. Diemer 
and Ali (2009) state socio-economic status (SES) can be measured via objective 
measures such as income, wealth, education level and occupation. Duncan and 
Magnuson (2003) argue psychologists rely more on educational attainment and 
occupational prestige to measure it. Based on what the women disclosed about 
their occupations in the interviews, all the interviewees, bar one, appeared to be 








Table 3: Participant demographics and interview details 
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Figure 1 below, a thematic map, illustrates the overarching themes – 1) Making sense of it all; subtheme: Inconsistent messages from 
healthcare professionals 2) The conflict within and 3) Social norms and expectations, subtheme: Everyone knows you don’t get drunk 
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3.1 Overview of themes 
Drinking during pregnancy could be viewed as a somewhat sensitive/stigmatised 
topic. Generally, women in this study spoke freely and seemed happy to share their 
experiences. Many women discussed drinking during pregnancy as being a personal 
choice and the majority chose not to drink alcohol during pregnancy. The themes 
illustrate the journey women go through which starts before they conceive and goes 
through to post birth. The themes include making sense of the guidelines, exploring 
how women deal with the conflict of weighing up the risks and consequences versus 
the reality of sacrifices to be made. Furthermore, how women navigate expectations 
from society; and how they deal with and are influenced by social norms. 
3.2 Theme 1: Making sense of it all 
 
This theme is the starting point for how women make sense of the guidelines and 
how they came to make their decision to drink or not drink alcohol during 
pregnancy. Pregnant women in this study cited being unaware, unclear about or 
critical of the current recommendations which ultimately means they may be unlikely 
to follow guidance on drinking alcohol in pregnancy. This theme includes the 
ambiguity or misunderstanding of the guidelines and how women find them to be 
inconsistent during the course of their pregnancy.  Women consistently mentioned 
they were not asked about alcohol or they were asked lots of questions in a 
checklist format; as a result, women felt conversations were not personalised.  
“Well in the first appointment you have they go through all the things you 
must and mustn’t do during pregnancy and they ask if you smoke or if you 
drink. Saying no, then they leave it at that. They have no further discussions 
with you.” (Lisa, first pregnancy, abstained from alcohol) 
“Yeah, I don’t recall her mentioning alcohol, if she did well she certainly 
didn’t go into any detail about how it could affect the baby and that kind of 
stuff. I know it would have been a case of do you smoke, do you drink, do 
you take drugs, are you abusive, it was like that. It was just a checklist.” 




 “I think it should be a conversation, initially. There is just something about 
taking to women about what they are doing currently and what the guidelines 
are and how this might impact them, how they can interpret them and follow 
that up with some written information as well. It needs to be a bit more 
personalised. The kind of blanket paperwork you get is just not good enough 
really. I understand why they do it because there are not enough hours in 
the day.” (Anna, second pregnancy, abstained from alcohol) 
Some of the women in this study suggested that the guidelines were introduced 
because there was a perception that they could not be trusted to regulate their 
alcohol intake, so it was easier to say women should abstain. The implication of 
having guidelines which are not evidence based is that women feel patronised and 
therefore they feel that they do not trust or cannot relate to the guidelines.  
“Erm, uh it is interesting. I think, I think guidelines are meant for the 
clinicians. Erm, I think it is slightly vilifying women when I don’t think the 
evidence support that. Erm, if they think if they do,  they do not believe that 
then then what else do they not believe? What other guidelines do they not 
trust? I do not think it is very helpful.” (Anna, first pregnancy, abstained from 
alcohol) 
 “I think if you are going to be telling people what they should or should not 
put in their mouths then it should be based on solid evidence not just oh well 
if you drink a whole lot of alcohol then that is bad for your baby, that 
correlation is flawed. I think, you know, one of the arguments for there is no 
safe level is, so you know don’t drink any. One of the arguments is that 
people always underestimate how much they are drinking. So they tell you 
not to drink any because you know, if you say drink a moderate amount then 
they may accidently end up drinking a lot. I think that’s really 
patronising.”(Gill, first pregnancy, consumed some alcohol.) 
 
Many women felt midwives should be having conversations about the guidelines 
and should be informing women about the evidence. They found the guidelines 
were hard to make sense of and felt they were unclear. Many of the women spoke 
about how their friends had chosen to abstain from alcohol as they were risk 
adverse, not as a result of discussions with healthcare professionals. Women often 





“ I still don’t think it is clear enough, really. Because, in a sense, going 
through as a mum when I was pregnant, I felt like the midwives were not 
giving enough information out. In terms of they would ask if you drank 
alcohol or not and that was about it. They didn’t really go into why you 
should or why you shouldn’t. Also, the amount when it would be OK, if they 
thought it was OK. I think it is still too grey.” (Sarah, first pregnancy, 
abstained from alcohol.) 
“The ones that decided not drink, it was like me, they decided off their own 
backs that they just didn’t want to risk it. I am surprised that when you asked 
me if I had any conversations with the midwife or any health care 
professional that they did not point that out to me at all. Nobody said 
anything. I was given a lot of information about foods to avoid and maybe in 
all that information there was a line about avoiding alcohol but I don’t 
remember it.” (Rosy, first pregnancy, abstained from alcohol.) 
 
Although many of the women in this study chose to abstain from drinking during 
pregnancy, they also felt it was important to know what the guidelines are and 
therefore any potential risks and/or consequences. There was talk about how 
women are a source of information for one another.  
“I think there should still be like information available throughout the whole 
pregnancy because you never know, because some women end up craving 
alcohol, even though they are not a drinker during pregnancy. So if you keep 
on talking to them about it then they are more likely to know not to do it 
because they will know the dangers and stuff, but if you just leave it at the 
first appointment then there isn’t any information. Because I didn’t get any, I 
don’t know what kind of stuff it causes or anything. I think we should be 
given those things even if you are not a drinker because you never know, 
your friends, your sister or someone is drinking and you know you want to 
tell them what you think.” (Lisa, first pregnancy, abstained from alcohol.) 
 
The way in which the women discussed the guidelines varied; however overall, 
there was a consistent lack of knowledge about the guidelines. There was mention 
of the guidelines being ‘dumbed down’ and meant for ‘clinicians’ rather than the lay 
person. The women argued that the guidelines should be based on evidence. 
“I think the guidelines are a bit dumbed down and the fact that they 
constantly change raises scepticism amongst people on guidelines. Because 
they are like, so one week you are not supposed to do this and then the next 





Subtheme – Inconsistent messages from healthcare professionals 
 
Healthcare professionals were often described being inconsistent in the messages 
they gave to pregnant women, compacting confusion as to what characterised 
healthy behaviour. Those women who advised health professionals of the 
occasional drink discussed how the healthcare professional did not appear to be 
concerned about what they were drinking, and they did not recall being advised to 
not consume any alcohol.  
“I did not hear anything about it, they did not say the recommendation is not 
to drink any alcohol.” (Lisa, first pregnancy, abstained from alcohol during 
pregnancy) 
“Erm, I think they asked me how much I drank. Yeah, they definitely asked 
me how much I drank. My midwife did, erm and I said that I drank only 
occasionally, like at a wedding or a 40th. Like I would have a glass of 
champagne and they said that’s fine. Erm, yeah.  And obviously my first 
pregnancy as well, I told my midwife that I drank. You know the first two or 
three weeks of being pregnant. I actually think, because I have been thinking 
about it, I think it was only the first two weeks of being pregnant and they 
were absolutely, they were kind of like well, it’s happened now, they didn’t 
seem that concerned about it.” (Rachel, second pregnancy, consumed some 
alcohol.) 
 “When I saw the GP we spoke about it, he asked how many units I was 
drinking and I didn’t tell him what I was drinking but I said not very many and 
so I explained what my drinking habits were, and my GP even said well you 
know the evidence is very mixed on low and moderate levels of alcohol.. So 
although the NHS says none, the evidence is mixed, so it’s not like my GP 
said when it comes to having a drink like you shouldn’t, you shouldn’t.” (Gill, 
first pregnancy, consumed some alcohol. 
 
Many women spoke about the blanket statements they had received about alcohol 
in their pregnancy. Although they may be told what the alcohol guidelines are – they 
are not informed about the evidence. Nancy spoke about how she got further 
information in relation to the evidence around alcohol in pregnancy from a GP friend 
and the information was not hard to understand. This suggests women are not 




they may be more likely to pay attention to the guidelines if they were informed of 
current evidence.  
 I think it’s a case of, if you are an educated person. Like that information the 
GP sent me, it wasn’t really hard to understand, even though I am not a 
medical professional and what she sent round was written for medical 
professionals. It wasn’t like written for consumers. But, I understood what 
they were saying. It was basically saying what evidenced based research 
was saying what level of alcohol consumption was basically at a safe limit. 
But we don’t get that information, we just get overall statements.”(Nancy, 
first pregnancy, consumed some alcohol.) 
 
 
3.3 Theme 2: The conflict within 
 
This theme incorporates the turmoil and conflict which was evident in the women’s 
interviews. Many of the women who chose to not drink alcohol during pregnancy 
found it hard to abstain whilst trying to conceive. Women felt that the guidance and 
messages were not personally relevant to them, and experienced cognitive 
dissonance as a result of the ‘personal sacrifice’ that would be made if they were to 
abstain entirely yet they valued ‘personal choice.’ It was accepted that everyone 
knows large amounts of alcohol are harmful, but there was uncertainty around low 
levels. For many of the women there was a conflict of wanting to carry on life as 
normal yet at the same time not wanting to take any risks. There was uncertainty 
about what is a safe level of alcohol in pregnancy. 
 
“I don’t think there is a particularly good evidence base for whether you 
should or shouldn’t. I think there is certainly good evidence for not drinking 
too much but personally I just chose not to take the risk.” (Anna, second 
pregnancy, abstained from alcohol) 
 “You know it is my personal choice to drink, I mean I don’t judge anyone 





Although Ava chose not to drink during pregnancy, she spoked about everyone 
being different and how alcohol will affect people in different ways. She felt it was 
down to the individual to decide for themselves what constitutes a ‘sensible’ amount 
of alcohol. 
“Some people they will just take a sip and it will hit them, that’s my 
understanding anyway. Some people will drink a bottle and they will hardly 
feel the effect. So that’s why I say drink sensibly, you know yourself.” (Ava, 
second pregnancy, abstained from alcohol) 
 
Some women felt that some alcohol in pregnancy is probably acceptable, a word 
that frequently came up was “moderation”. Another frequent comment was the 
mention of it ‘being acceptable to have some alcohol with food.’  Statements around 
drinking alcohol whilst eating were felt to be a way that women mitigated risks and 
kept their drinking at levels they found to be acceptable.  
“ Erm, I think that erm as long as you are exercising control and drinking in 
moderation, the one off glass, I don’t think it is the end of the world. This is 
just based on my opinion. I would say, erm like a glass of wine if you were 
going for a meal out, like maybe once during the week or once at the 
weekend and maybe a glass of wine with your meal.” (Nancy, first 
pregnancy, consumed some alcohol) 
“I suppose I would consider a glass of wine with food in an evening or a day 
and not every day.” (Rachel, second pregnancy, consumed some alcohol) 
 
Many of the women chose not to drink during pregnancy, yet despite their choice, 
they also felt that the occasional drink was probably fine.  
“ Erm, yes, yeah, yeah. I don’t think that the occasional drink will actually 
harm the baby. “(Jo, first pregnancy, abstained from alcohol) 
 
Women who chose to continue to drink some alcohol during their pregnancy viewed 
their low consumption levels were unlikely to cause any harm.  
“ Mmm, Mmmm not really because I think all the guidelines in the UK are like 
you shouldn’t drink, there is no safe level so you shouldn’t have any. Erm but 




level of crossing the road like, you know, don’t cross the road your entire 
pregnancy because you might get run over and it’s like well..” (Gill, first 
pregnancy, drank some alcohol) 
 
Throughout the women’s narratives there was talk about the risk of other behaviours 
in pregnancy, for example, food, certain exercise and smoking. In the quote below, 
Gill compared the risk of drinking low levels of alcohol with the risk of consuming 
caffeine. There was a sense of all the guidance feeling overwhelming. Furthermore, 
the quote below illustrates cultural differences in people’s views on what is 
recommended in pregnancy.  
“And so a lot of the time the evidence of what you should or should not eat is 
just really sketchy. And there was another incidence where, I worked with a 
lot of European colleagues, I was pregnant and we were having a morning 
meeting and I had brewed myself a cup of coffee and was putting it to my 
lips and my Greek colleague was like huhh and pretty much snatched it out 
my hand and was like oh my gosh don’t drink that, don’t drink that you are 
pregnant, you are pregnant, I was like its fine you know. From what I 
remember you can have like 2 cups of coffee. And the German said it’s 
really interesting because in Germany you can have like 4 or 5 cups of 
coffee and its fine. I was like oh really because back in Portugal you can 
have as much coffee as you like. So, I just, I don’t know there are so many 
things in pregnancy.” (Gill, first pregnancy, drank some alcohol)  
 
Although the majority of the women supported the idea of it being a personal choice, 
many also felt that they would not want to ‘jeopardise’ anything for their baby. Many 
referred to ‘just for 9 months’ and making a ‘sacrifice.’ Although women who choose 
not to drink feel it is a personal choice, at the same time, they felt conflicted about 
the occasional drink and question why others would make the decision to drink 
some alcohol in pregnancy.  
“Erm, I know that alcohol is poison full stop for me so therefore it would 
almost be a no brainer of why would I drink for my daughter. That said, you 
know it is a personal choice, I wouldn’t think worse of someone if they had 
occasional glasses of wine or a glass to drink while they were pregnant. So I 
think it is a very personal choice but for me, it was a little bit of a well, why 
would you? Just like I didn’t eat runny eggs, I didn’t eat undercooked meat. I 




now pregnant what can I do to make the best for my child.” (Jo, first 
pregnancy, abstained from alcohol) 
“Yeah, because everything changes when you get pregnant. You just want 
the best, you want to give your baby the best start in life and although one 
drink probably wouldn’t hurt I was like but you know what is the point in 
doing it, in jeopardising it? Clearly, they don’t know so for me I made that 
decision not to have any.” (Harriet, first pregnancy, abstained from alcohol) 
“You know you read stuff and in you first pregnancy you are very cautious, 
you don’t want anything to go wrong and because I had a miscarriage before 
my first child, after the miscarriages I wanted to do everything right and it 
was just for 9 months.” (Ava, second pregnancy, abstained from alcohol) 
 
In the women’s narratives there was an acknowledgement that they knew other 
people who seemed relaxed about drinking during pregnancy. Those who chose to 
not drink saw giving up alcohol for a period as being easy. It surprised them to see 
others not being concerned about consuming some alcohol.  
“I really wanted her and I didn’t do anything to jeopardise the experience. So 
it was up to me to make that sacrifice which I think seemed small. It is 
probably quite different for other people. People are pretty relaxed about it in 
general and that has surprised me.” (Rosy, first pregnancy, abstained from 
alcohol)  
 
Some women cut out alcohol once they found out they were pregnant; many of 
these women had strong views that no alcohol at all should be consumed. Others 
had also cut out alcohol whilst they were trying to conceive.  
“I was not drinking in advance of getting pregnant at the time as I was trying 
to conceive and one of the findings around trying to conceive more easily is 
not drinking. So I was not drinking for 6 months even in advance of us 
getting pregnant on both occasions.”(Jo, first pregnancy, abstained from 
alcohol) 
“Well, I didn’t drink anything, not a single drop. I stopped drinking before I 
got pregnant and then didn’t start drinking until he was 3 months.”(Harriet, 





Rosy spoke about how she and her partner abstaining from alcohol was a way of 
giving themselves the best chance to conceive but, although she felt this way, she 
still found it difficult to completely abstain until she knew she was pregnant.  
“It was planned, I stopped drinking because, in order to conceive and so did 
my partner. I suppose I thought it would take a lot longer to conceive and I 
had some anxieties that we wouldn’t be able to for whatever reason. I had 
lots of friends that had problems. So I just thought we would give ourselves 
the best chance if we both stopped.It was hard to completely give up before I 
knew I was pregnant” (Rosy, first pregnancy, abstained from alcohol)  
 
Critically, in some of the women’s narratives there was a strong sense that, in 
general, alcohol is something which is not good for you so therefore it seems 
obvious the same would be true for your baby. 
“Erm, I think just like smoking during pregnancy there is enough information 
out there, if people want to do it then I think kind of on their heads be it, kind 
of thing.” (Jo, first pregnancy, abstained from alcohol) 
 
Despite some of the women in this study having made the decision to cut out 
alcohol whilst trying to conceive, there was talk about the challenge to completely 
abstain. Some of the participants described how when they are not pregnant there 
is no “hard stop.”  Having to contend with the social side of life makes it harder to 
stick to their decision of complete abstinence whist trying to conceive. There is a 
conflict of wanting to carry on life as normal yet at the same time not wanting to take 
any risks and being uncertain about what is safe.  
 “Yeah I stopped drinking just before we started trying, basically. I think it 
was actually harder to not drink then, than when I was pregnant. Because 
you don’t have this thing of I know I am pregnant, you are doing this for a 
reason and obviously you can’t tell anyone about why you are not drinking 







“ Erm and so I stopped drinking in January of last year and I was struggling a 
bit to not ever drink and I think actually I had a few drinks the week before 
we conceived. It was my birthday and I had sort of had enough of not 
drinking and we went out and I had a few beers and think I had a glass of 
wine on the Friday and then didn’t have any more. So I was very conscious 
and was trying hard not to drink, thinking that would give us a better 
chance.” (Rosy,first pregnancy, abstained from alochol ) 
 
The fear of potential harm was enough to maintain women’s abstinence from 
alcohol despite their belief that the occasional drink may not be harmful.  Those who 
chose not to drink alcohol during pregnancy took the precautionary approach of “it is 
better to be safe.” Their interpretation of the guidelines was that there is not enough 
evidence to be sure about any amount of alcohol being consumed in pregnancy.  
 “I just kept thinking oh my God I don’t wanna do any harm to it than I could 
potentially do. So, rather than it is safe to have one glass of wine a week and 
stuff I kind of thought I don’t wanna chance that.” (Harriet, first pregnancy, 
abstained from alcohol) 
“I think if there is no evidence that it necessarily does harm that also means 
there is no evidence that it necessarily doesn’t do harm.” (Rosy, first 
pregnancy, abstained from alcohol) 
“I am aware that there isn’t any evidence of how much can cause any 
problems, basically, so I decided not to have any.” (Sarah, first pregnancy, 
abstained from alcohol) 
 
Many of the women had very strong views about not drinking any alcohol once they 
found out they were pregnant. However, some of the women had contradictory 
views about drinking alcohol whilst they were trying to conceive.  
 “Yes, I wouldn’t do what I normally would have done before I was trying for 
a baby.  I was being more cautious but I definitely did drink during that 
time.”(Sarah, first pregnancy abstained from alcohol during pregnancy) 
S: Well I found it really difficult because you do feel like you are putting your 
life on hold, almost, with the hope of that sort of thing and then it does take a 
long time and then you think ah actually this might never happen so you 
want to put the social aspect back on. You have gotta kind of live like you 
would normally. So that was difficult for me personally and then obviously 
the guilt of when you find, it is like Oh, OK,  but obviously I only had a 
couple, is that OK, I don’t know if that’s OK, but I can’t change that now.  I do 






Several women singled out spirits as being potentially harmful and something they 
would avoid during pregnancy. They perceived them as being a lot stronger and 
therefore riskier than other types of alcohol, particularly wine. Therefore, their 
personal choice was to not drink spirits. It appeared this was a conflict for some 
women when trying to justify what was acceptable and what was not. Overall 
women felt wine was acceptable and spirits were not.  
“Well I know that some of my NCT friends, they have wine like quite often. I 
think one of them has port, but I don’t think I would ever have port because 
that would be, I don’t know if it is because of the psychological thing with me 
but I just think that would be too much. I think that a glass of wine would be 
absolutely fine, like I think that glass of Prosecco on New Year’s Eve would 
have been absolutely fine, erm and I think that a beer would have been fine 
and a shandy especially would have been fine, I just personally wouldn’t 
have spirits.” (Kate, first pregnancy, abstained from alcohol)  
“I think one glass of Prosecco is reasonable once a week. Spirits are 
extremely strong you know, they are extremely strong they are a lot stronger 
than say wine is so you should avoid that.” (Laura, first pregnancy, 
consumed some alcohol during pregnancy.) 
“I didn’t want to have spirits when I was pregnant because they smelt somehow too 
strong, too concentrated, it just never felt right, so I never had any when I was 
pregnant.” (Gill, first pregnancy, consumed some alcohol) 
Some women spoke about their feelings of guilt at having drunk alcohol before they 
found out they were pregnant. Rachel talked about how the sense of guilt and 
conflict she felt were reduced by her doctor’s reaction to her concerns and his 
reassurance that she should not worry. 
“My first one, I don’t even want to think about how many drinks I had 
before I got pregnant as there was Christmas and New Year and we 
had gone to Barcelona for New Year, so I don’t ever think about that. 







“So it was only three weeks that I drank, so I did drink. Now, 
obviously I mean it I wouldn’t have drunk that but I did speak to the, 
Erm I spoke to my doctor about that and he said, look it’s happened, 
um it’s not ideal, but don’t worry.” (Rachel, second pregnancy, 
consumed some alcohol) 
 
Although Rosy did not drink any alcohol whilst trying to conceive, she reflected on 
the guilt her friends had felt when they found out they had been pregnant whilst still 
drinking.   
“ others talk about how they didn’t know they were pregnant and they 
were still drinking in the early stages and they feel really bad,  it 
freaks them out and they worry about and they have anxieties about 
damage that they may have done that they will just never know, they 
won’t know of until it’s too late kind of thing. Having said that those 
that have reached term and have had their babies are absolutely fine 
and they are not worried anymore.” (Rosy, first pregnancy, abstained 
from alcohol) 
 
As well as reflecting on her drinking before she knew she was pregnant, Rachel 
reflected on the current guidelines and questioned her previous choice of drinking 
some alcohol in pregnancy. There appeared to be uncertainty within, in relation to 
whether she had previously made the right choice to have some alcohol in 
pregnancy.  
“But, obviously now I found out the government, since you e-mailed me, I 
found out the government says you should not drink anything. So, I am like 
OK, maybe I shouldn’t have drunk anything.” (Rachel, second pregnancy, 









3.4 Theme 3: Social norms and expectations  
The importance of social norms and the reactions of other people ran through all the 
women’s narratives. Many discussed how they always knew what they would do in 
relation to alcohol when they became pregnant, since this was already learnt from 
others. Social norms were described as pervasive in enacting behaviours and 
drinking small amounts of alcohol during pregnancy was described as socially 
acceptable by many of the women in this study. However, these were described as 
being influenced by a range of social and cultural factors. 
“I think it is just from family. Like other generations, when you are pregnant 
you just shouldn’t drink. I think it is just something that you are taught.” (Lisa, 
first pregnancy abstained from alcohol.) 
 
Women talked about the judgement they felt from society about their decision to 
drink some alcohol in pregnancy. Laura spoke about being aware that some people 
have very strong views on not drinking alcohol in pregnancy and how it was 
“frowned upon.” She went on to discuss feeling more comfortable having a drink 
when her bump was smaller - as it got bigger, and her pregnancy became more 
evident to others, she became more fearful of being judged negatively by others for 
having a drink and this had influenced how much she drank.  
“When I was pregnant I carried quite small, my belly wasn’t that big so it 
wasn’t that noticeable at the beginning. I thought I could get away with 
having a cheeky drink outside.  But when I was more noticeable I noticed 
that people, like when I go out to eat even with food they would be like there 
is alcohol in this food, are you OK with eating it? So you know, I wasn’t able 
to, I would have if I could have a glass of wine but it is kind of I don’t know,  it 
is a culture thing for me more than anything and it is difficult to change that 
but I didn’t want a drink then just for the fear of being judged by other 
people.” (Laura, first pregnancy, consumed some alcohol.) 
 
Although Gill felt comfortable to drink alcohol in public, she reflected on how one of 
her colleagues had hidden the fact she was having some alcohol. For some there 




“ I remember there was a friend of mine, well a colleague of mine, who 
started when she was pregnant and wanted to drink wine, she was out, she 
would get it put in a coca cola glass, like asked specifically the barman to put 
it in like a glass because she got fed up of the judgement. I never really 
experienced that.” (Gill, first pregnancy, consumed some alcohol) 
 
Group norms encapsulated the unspoken set of informal rules and expectations in 
relation to being part of a social group. In the participants’ narratives there was a 
sense that they have learnt from society what would be expected when they 
became pregnant. Jo described how her family knew that she would not be drinking 
and how they would have been shocked if she had chosen to drink in pregnancy. 
She explained her husband was against her drinking in pregnancy, however at the 
same time he would not judge anyone else if they chose to drink. This supports how 
many of the interviewees felt – that the decision to drink alcohol or not during 
pregnancy is a personal choice. It also highlights how people may have different 
views towards other people’s behaviour than they have to their own.    
 “ So my husband is against me drinking during pregnancy but I again don’t 
think he would judge anyone else and my parents and family, erm because 
we have had quite a few family babies, as it were recently, they knew I 
would not drink and if they were drinking they would bring bottles of Shloer 
and non-alcohol treats as it were. You know it would be like oh M would you 
like a beer and J would you like a Shloer? It was assumed that I wouldn’t be 
drinking and I think if I did drink then they would have been quite shocked.” 
(Jo, first pregnancy, abstained from alcohol) 
Lisa, who had strong views about not drinking any alcohol, described how her 
husband felt the same way - that no alcohol at all should be consumed.  
“I: What about the father of your child? 
L: No, he doesn’t drink anyway so he wouldn’t.  
I: Do you know what he thought about drinking during pregnancy.  
L: It’s a no no, I would probably be divorced. He would find it unacceptable.” 






Those who chose to drink during pregnancy felt their partner supported their 
decision. This did not necessarily involve having a conversation. Nancy talked about 
how her partner trusted her to decide what was an acceptable amount of alcohol for 
her to consume in pregnancy, and yet in contradiction talked about how, if she had 
been drinking too much, he would have stepped in. This supports the idea of implicit 
group norms finding it acceptable to have some alcohol in moderation. 
“I: Do you know what your partner thinks about drinking alcohol during 
pregnancy? 
N: He would have had a strong opinion if I was drinking whilst pregnant but 
how much I consumed was totally up to me but then he trusted me to make. 
I: So you didn’t really have a conversation about it.  
N: No, we didn’t need to, like you know he would have been ok if I had drunk 
a bit more than I did but he would have stepped in if I was drinking too much. 
Do you know what I mean?” 
(Nancy, first pregnancy, consumed some alcohol) 
Throughout the interviews there was a strong sense that friends and family 
supported the women in the decisions they made. The women talked about how 
they ultimately made their own decisions, and there was an element of others 
supporting them to know what’s right for themselves. However, Laura talked about 
the different views her parents and partner had about alcohol in pregnancy. Her 
partner was against drinking any alcohol whilst her parents were fine with it. Laura 
felt some alcohol in pregnancy was acceptable.  
L: See there are two sides. So my partner, he is quite against it and prefers 
for me not to drink. Whereas my mum, especially, my dad was the worst but 
that’s because his mum is an alcoholic and she used to drink throughout 
pregnancy and he thinks he is fine so he thinks there is nothing wrong with 
it. I went round to his house he would be like have a small glass of port or 
something, which is way too strong. Or you know I would get some Prosecco 
in and he just doesn’t see it as a problem. Erm and my mum was a bit you 
know yeah she’s ok and I wouldn’t say she encourages me to drink but if she 
has a glass she would be like have a few sips or help yourself but it was 
more my partner who was totally against it. I think because his family are the 
same way. They don’t really drink and he is quite health conscious.” (Laura, 






Within the women’s narratives there was talk about different generations having 
differing views on drinking during pregnancy. The narratives suggest how, in past 
generations, there was a view that alcohol is acceptable in pregnancy. In contrast, 
the interviewees described the current view that people feel more uncertain and if 
women do choose to drink then most believe that some alcohol is acceptable later 
in the pregnancy. Although, as Laura mentioned earlier, she felt more concerned 
about being judged when she had a bigger bump later in her pregnancy.  
“It depends, it’s a generational thing, so grandmother upwards would 
probably say a pint of Guinness a day is good for your iron and all that sort 
of stuff, erm, my sister, yeah people that have had children have just said 
you know, if it helps you get by, a little glass is not going to do any damage, 
and I think that’s probably quite sensible.”(Anna, second pregnancy, 
abstained from alcohol) 
 
Sarah mentioned that there appears to be a view that having some alcohol in the 
third trimester is acceptable, and felt  this goes against common sense as this is 
when the baby’s cognitive development occurs.  
 “They would say in the last trimester it is OK for us to have some alcohol 
now, which I don’t really understand as that is when most of the cognitive 
development is formed at that stage so I don’t really understand that, 
personally.  But I think maybe that it is generational, that it has been 
embedded that it is OK.” (Sarah, first pregnancy, abstained from alcohol.) 
 
The women in this study spoke about how the social culture of drinking in the UK 
made it harder to completely abstain. Jo spoke about how she was not a big drinker 
and therefore it was easier for her than for her sister who was a heavier drinker who 
often socialises with work.  She mentioned how her sister found it a lot more difficult 
to not drink any alcohol in pregnancy. Women who normally drank but who were not 
yet ready to tell others they were pregnant were put in a situation where, if they 




“She said that if someone brought her a drink and she was in a work 
situation then she would have to pretend to put it down somewhere or nip to 
the loo and pour a bit out and stuff, erm and so obviously she said she didn’t 
drink one night and they all said, you must be pregnant. My sister does drink 
a hell of a lot and so her work and social situation made it harder for her to 
not drink alcohol while she was pregnant.” (Jo, first pregnancy, abstained 
from alcohol) 
 
The participants’ narratives highlighted perceived cultural differences. There was 
mention of how in other countries there appeared to be a more relaxed approach 
about drinking alcohol in pregnancy.  
“I: You said your friends didn’t say anything to you about drinking during 
pregnancy. Did your partner every say anything, does he have an opinion?  
G: No, No, No, he got upset with me once for eating a bag of chips from a 
fried chicken place.  
I: Why was he upset? 
G: I think, he did not think it was a hygienic place for me to get chips from, 
he thought it might harm the baby. I guess he was worried in some way 
about what I was eating, not worried about the alcohol thing. He is from 
Israel and so I think they are a bit more relaxed about it.” 
(Gill, first pregnancy, consumed some alcohol.) 
Some women spoke about countries such as Australia where, since 2009, the 
guidance to women has been to not drink any alcohol in pregnancy, and how 
women there appeared to have much stronger views on abstaining from alcohol.  
“I: Have you noticed any differences between what your friends in Australia 
and your friends in the UK thought about drinking during pregnancy?  
H: Yes, I have definitely. I mean the people in Australia that I met through 
mums groups. I met them after they had been pregnant. We all had babies 
and we were all quite similar age, we all had careers, erm and I don’t think 
any of them had drink through pregnancy at all. I think they had much more 
stronger views on abstaining from alcohol than my friends back here. 






Many of the women discussed how being British made it harder to abstain from 
drinking during pregnancy. Women perceived it is the norm to drink alcohol when 
someone is not pregnant and this cultural norm makes it hard to come away from 
this culture of drinking. Having alcohol so embedded as the norm in society makes it 
harder for women to abstain from alcohol.  
I: What do you mean by a cultural thing?  
“It’s a cultural thing as in being British, you know it is very much the norm to 
drink and you know if you go out and if you don’t drink it is kind of frowned 
upon when you are not pregnant and not to say that you feel pressured but it 
is just kind of the norm, if all your friends drink you are bound to be drinking 
also so, I think you are kind of conditioned to think that’s acceptable.” (Laura, 
first pregnancy, consumed some alcohol) 
 “ I think it is easier to default to having a bit of alcohol than to not and so 
pregnant women and this goes for breastfeeding women as well. There are 
a lot of people including our parents’ generation who at the time were told it 
was OK.” (Rosy, first pregnancy, abstained from alcohol .) 
 
Subtheme: Everyone knows you don’t get drunk.  
This subtheme sums up how it is socially acceptable to drink some alcohol in 
pregnancy however heavy drinking is frowned upon, and there is a fine line between 
what is acceptable and unacceptable. Throughout the women’s narratives there was 
a sense that it is well know that being drunk should be avoided whilst pregnant. 
Moreover women in this study contrasted drinking in pregnancy as being socially 
acceptable whilst smoking during pregnancy is socially unacceptable.  
It is socially acceptable, whereas if you saw a pregnant women smoking, 
people would definitely go that’s not right, whereas people don’t seem to 








There was a lot of talk about occasional drinking and low to moderate levels of 
alcohol. The acceptable drinks mentioned were wine and beer.  
“ Well, erm yeah, well most of them drank until they knew they were 
pregnant and obviously at that point you have been pregnant for 6 weeks, 
and often some of them will have like a bottle of beer, you know not a lot but 
if they are out on a weekend or something and people still think that 
Guinness OK and red wine is OK but none of them drink a lot. None of them 
have more than one and not specifically regularly so they sort of think that’s 
OK.” (Harriet, first pregnancy, did not consume alcohol) 
 
A few of the women pointed out labels they had seen of a pregnant woman with a 
line through it on bottles of alcohol; indicating that women should not drink in 
pregnancy. There was a lot of talk about how this felt very patronising and women 
noted that such symbols were not included on foods that are not recommended 
during pregnancy. The label contributed to women feeling judged. Kate described 
how putting labels on alcohol bottles patronises women, implying they are not 
intelligent enough to know that they should limit their alcohol intake in pregnancy. 
“I always thought the labels on alcohol like the picture of a pregnant women 
with a line through it, I thought that was absolutely ridiculous, like that’s not 
going to stop someone once they have picked it up. I never noticed it before 
I was pregnant. I just thought why you know, it’s like saying a dog can’t 
come in here that kind of stuff. If you are going to have it then you are going 
to have regardless if that is on it or not. I think it just looks, it’s really 
patronising. It is quite a well know thing that you don’t get drunk when you 
are pregnant.” (Kate,  first pregnancy, abstained from alcohol during 
pregnancy) 
“You can see on the side of a wine bottle there is a picture of a pregnant 
women with a line through it, like no you shouldn’t do that and it always used 
to annoy me. Because that is on wine but it’s not on like blue cheese and 
that kind of thing which has proven links that small amounts could be 
detrimental to your baby and there is no real proven links that a small 
amount of moderate drinking can be detrimental to your baby.” (Gill, first 







Chapter 4. Discussion 
 
4.0 Introduction  
This discussion addresses the overall aims of the research, which were to explore 
what women understand about UK guidelines for alcohol in pregnancy, their 
attitudes towards current guidelines and whether the guidelines influence women’s 
behaviour regarding drinking alcohol during pregnancy. The key findings of the 
analysis of 12 interviews will be summarised and critiqued. Secondly the strengths 
and limitations of this study will be considered, and finally future research ideas will 
be stated.  
4.1 Summary and interpretation of the main findings  
One of the aims of this study was to explore what women understand about the 
current UK guidelines for alcohol during pregnancy. A key finding within the 
interview data is that all the women were unclear about the current alcohol 
guidelines and the majority of women did not recall healthcare professionals 
discussing the guidelines around consuming alcohol in pregnancy. (Theme – 
Making sense of it all, subtheme, inconsistent messages from healthcare 
professionals). This supports findings from previous research where less than 2% of 
UK midwives felt “very prepared” to deal with the subject, only 29% routinely 
provided information about antenatal alcohol use and 22% did not provide any 
information (Winstone and Verity, 2015). The majority of the women in the present 
study,  chose  to abstain from alcohol during pregnancy. A possible explanation for 
lack of conversations around alcohol in pregnancy is healthcare professionals may 
have not seen the need to have this conversation as a result of women not reporting 
any alcohol consumption. This supports previous findings from a qualitative study 




professionals discussing the risks of alcohol consumption in pregnancy. France et al 
(2010) found healthcare professionals had the perception that pregnant women did 
not drink much, and therefore, they felt reluctant to raise the topic as they did not 
feel it was relevant to most of their patients. Many of the healthcare professionals 
also felt that pregnant women would already know not to drink alcohol in pregnancy, 
and discussions on alcohol were seen as lower priorities during their consultations 
as they felt there were more important issues to discuss. A problem with this 
approach is that some pregnant women may decide to tell the midwife they are not 
drinking alcohol in order to avoid any discussion on the subject.  
Women in the present study felt it is important to get the information on the 
guidelines and evidence on alcohol in pregnancy; regardless of whether or not 
someone drinks alcohol; it was felt it is an important topic and could be useful to 
know to share with for friends and family who are drinking in pregnancy. (Theme – 
Making sense of it all, subtheme, inconsistent messages from healthcare 
professionals). Moreover, France et al (2013) point out that healthcare providers 
can be a key source of information on alcohol in pregnancy and can act as 
“endorsers” for prevention messages. Jones et al (2011) conducted a qualitative 
study in Australia shortly after guidelines changed from alcohol reduction to one of 
abstinence. Their study involved speaking to midwifes and pregnant women. They 
found the midwives stated that they always asked about alcohol consumption; 
however, many of the women could not recall this. Some women recalled being 
asked if they drink but did not remember active conversations around alcohol. The 






The accounts of the women interviewed in this present study support the findings 
from Jones et al (2011); a few of the women recalled being asked if they drank 
alcohol however, they did not recall any in-depth conversations. Others considered 
that alcohol may have been mentioned but perhaps they could not recall this. 
Moreover, many of the women recalled health care professionals did not seem 
concerned when they mentioned they had consumed some alcohol during 
pregnancy. (Theme – Making sense of it all, subtheme, inconsistent messages from 
healthcare professionals). This highlights overall there appears to be very brief or 
limited conversations between health care professionals and pregnant women.  
Another aim of this research study was to explore what women thought about the 
guidelines changing to take a precautionary approach. Women in this present study 
spoke about how the guidelines changing without any evidence raises scepticism. 
Hammer and Inglin (2014) conducted semi structured interviews with 50 women in 
Switzerland. They found that changing the guidelines to recommend complete 
abstinence of alcohol in pregnancy led to women questioning the validity of the 
guidelines.  It is possible women doubt the guidelines’ validity, as they are advised 
not to drink, but are not given the reasons why. van der Wulp (2013) found women 
were not satisfied with being advised not to drink in pregnancy without an 
explanation. Most women in this present study were aware of some of the potential 
risks of alcohol consumption in pregnancy, and those who chose to drink were very 
aware of the lack of evidence for low levels of alcohol consumption in pregnancy. 
Although participants said they knew alcohol could be harmful, many acknowledged 
they had limited information about the actual effects of alcohol on the unborn child. 
Other participants were more knowledgeable and were able to point out 
consequences such as low birth weight, poor growth and some mentioned Foetal 
Alcohol Syndrome.  A few of the women interpreted the lack of evidence for low to 




On the other hand, women who chose not to drink any alcohol were risk averse and 
therefore decided it is better to be safe and not consume any alcohol. Overall, the 
women in this study felt it was important to be given the information on risks and 
potential consequences of consuming alcohol in pregnancy, and they acknowledged 
that it is important how this is done, to ensure it does not come across as 
patronising. Women who were not big drinkers spoke about the ease of abstaining 
during pregnancy, which supports Skagerstrom et al’s (2011) findings of pre-
pregnancy drinking being a consistent predictor of alcohol consumption during 
pregnancy. Futhermore Anderson et al (2013) conducted a prospective cohort study 
in Australia and found that women were more likely to drink alcohol during 
pregnancy if they had consumed alcohol on a weekly basis before pregnancy. 
Therefore, healthcare professionals could consider speaking to women about their 
levels of alcohol consumption prior to pregnancy to assess the potential importance 
of having a conversation around alcohol in pregnancy. For example, if someone 
drank regularly before conceiving, this may make it more difficult for them to abstain 
during pregnancy.  
Another aim of this study was to explore whether the UK guidelines around drinking 
alcohol during pregnancy influence women to abstain or to consume alcohol during 
pregnancy.  As the majority of women did not recall any conversations about the 
guidelines, or any conversations in relation to the risk of alcohol in pregnancy, this 
suggests that medical advice and guidance is not a key factor in influencing 
women’s decision’s regarding alcohol consumption. Moreover, if women had 







In the interview data, women’s accounts focused strongly on how they had already 
made up their own minds about drinking during pregnancy. It was as if they already 
knew what they would do once they found out they were pregnant. ( Theme: Social 
norms and expectations, everyone knows you don’t get drunk). Women describe 
considering all the conflicting evidence and weighing this up with their own personal 
experiences and those of friends and family who may have consumed alcohol whilst 
pregnant – this supports the findings from previous studies (Raymond et al, 2009; 
Loxton et al, 2013; Peadon et al, 2013). Therefore, there is the need to consider 
alcohol use in pregnancy as a behaviour which is influenced by social norms. 
Motherhood is seen as a morally shaped concept (Miller, 2005). ‘Good’ mothers are 
expected to fulfil societal expectations and to follow advice. The notion of a ‘bad’ 
mother hints towards women being irresponsible. A common thread that ran through 
the women’s narratives is comparing themselves to others. They spoke about how 
their choices were either similar or very different from other people such as friends 
and family. There was a strong sense that it is socially acceptable to drink some 
alcohol in pregnancy and those who chose not to were almost deviating from the 
norm. Whether women chose to consume alcohol or not there was a strong sense 
that it is an individual choice. All the women in the study made some changes to 
their consumption of alcohol, either choosing to abstain or having less alcohol than 
before they were pregnant.  
Miller (2005) defines mothering as the experience that women have around meeting 
the needs of and being responsible for their child. “Intensive mothering” views 
children’s needs as being prioritised above that of the mother (Hays, 2006; Lee, 
2008). Joan Raphael-Leff (2010) proposes that women have psychological 
orientations towards mothering, divided into four groups: facilitators, regulators, 




Raphael-Leff argues these orientations begin during pregnancy. ‘Facilitators’ treat 
pregnancy as a ‘culmination of her feminine experience.’  They regard themselves as 
being privileged to be carrying a baby and plan to the birth to be as natural as 
possible. A facilitator will adapt herself to her baby. In comparison ‘regulators’ view 
pregnancy as an unavoidable way of getting a baby, and a sense of an invasion with 
the baby sapping her resources like a parasite. Raphael-Leffs’ analysis promotes that 
women will have different psychological needs and this is balanced against the needs 
of their baby. This approach to different psychological orientations can help in 
understanding why some women had such strong views about not consuming alcohol 
during pregnancy; these women can be classed as having facilitator psychological 
orientations towards motherhood, whilst women who consumed some alcohol in 
pregnancy may be classed as regulators.  
The findings in this current study suggest that there is more acceptability of drinking 
alcohol before pregnancy recognition. (Theme: Social norms and expectations). 
Although women had very strong beliefs about not drinking in pregnancy, they felt 
differently about drinking before pregnancy recognition. They spoke about feeling as 
if they were putting their life on hold whilst waiting to find out they were pregnant. 
Theme (The conflict within).  Similarly, Jones and Teleneta (2012) reported that 
pregnant women in Australia found it acceptable to drink before pregnancy 
recognition but not in late pregnancy. (Theme: Social norms and expectations).        
In an American focus group study, Elek et al (2013) found several women admitted 
they would continue drinking until pregnancy recognition.  
Participants’ narratives showed some evidence of comparing the risks associated 
with drinking alcohol in pregnancy and other health behaviours, with smoking 





One of the reasons why smoking may be seen as an unacceptable behaviour could 
be down to women receiving more consistent messages from healthcare providers 
about the risks associated with it. This is likely to be as a result of more training and 
resources being available (Loxton et al, 2013; Stuart, 2009). Hamlin and Inglin 
(2014) found smoking is spoken about in terms of addiction to a drug; women 
smoking in pregnancy are subject to public judgement, whereas drinking in 
pregnancy has not been seen as having the same moral implications. This raises 
the question of whether the guidelines changing to zero tolerance in the UK may 
lead to more stigma around alcohol consumption in pregnancy and the same moral 
judgements as smoking now has. Smoking in pregnancy was once an acceptable 
activity. This highlights the question of whether it is right for guidelines to be 
changed when they are not based on any new evidence. On the other hand, the 
current guidance does take away any ambiguity as they clearly state no alcohol 
should be consumed during pregnancy.  
A common predictor of drinking alcohol in pregnancy is older age, ie. 35-40 years 
(Maloney et al, 2011; Niclasen, 2014; Murphy et al, 2013). In the current study, 
three out of the four women who identified as having drunk alcohol during 
pregnancy were over the age of 35. Although this is an interesting finding there was 
only a small sample of women who did drink during pregnancy. Findings from this 
present study revealed that different types of alcohol were judged as being riskier 
than others. Wine was perceived as being less of a risk than spirits, and women 
often spoke about how having a small amount with a meal meant this mitigated the 
risk of alcohol. Even women who did not choose to drink during pregnancy had 
similar perceptions. Similar findings have been reported in other studies (Hammer 





Women often spoke about how some alcohol was deemed acceptable during 
pregnancy and there was often talk about special occasions such as weddings, 
birthdays and anniversaries or meals out. (Theme: Social norms and expectations).  
There is a comparison with special occasions to daily life. The women in this study 
who chose to drink some alcohol in pregnancy were doing so at certain times and 
events. Other studies have found support for moderate drinking in pregnancy on 
special occasions to be an acceptable behaviour (Hammer and Inglin, 2014; Ford, 
2013). (Theme: Social norms and expectations, everyone knows you don’t get 
drunk). 
Whilst some participants embraced making changes, others saw it as being told what 
they should be doing in pregnancy. Participant’s spoke about how their health 
behaviours were focused on what they could do to give the best start for their unborn 
child. Health behaviours are not carried out in isolation, they are all focused on making 
sacrifices for the sake of their unborn baby. Although the women in this study support 
the idea of personal choice; many also felt that sacrifices should be made for the 
unborn child. Those who felt very strongly about not drinking in pregnancy seemed 
surprised at others’ relaxed attitudes towards it.  
A recent study explored the implementation of alcohol screening guidelines and 
brief interventions in antenatal care in Scotland (Scholin and Niamh, 2019). The 
authors found a flexible conversational approach is the most successful way of 
encouraging honest disclosure of alcohol consumption by pregnant women. Building 
a trusting relationship between pregnant women and midwifes improved disclosure 
rates. One of the ways to help support disclosure was to ask about alcohol 
consumption before pregnancy. The findings from this study support this present 
study in that women are happy to have conversations about alcohol in pregnancy 
and they would like to see a flexible personalised approach rather than a 




4.2 Implications for health psychology, policy and practice 
These findings suggest that one way to improve understanding and the subsequent 
uptake of alcohol guidelines in pregnancy is for health professionals to relay 
consistent messaging throughout their interactions with individual patients, with a 
focus on relevant evidence and how it supports the guidelines and their 
recommendations. Furthermore, it could be helpful for health professionals to 
identify factors that may influence their patients and tailor the message to be 
personally relevant to the individual concerned. 
There are many health psychology theories which seek to understand health 
behaviours and behaviour change. The question for health psychologists is whether 
these theories can help explain behaviour in pregnancy as well as being applied to 
interventions to assist in behaviour change.  Social cognition theories explain 
behaviour as being influenced by psychological and social determinants (Conner, 
2005). In relation to behaviour change these theories support the idea that cognitions 
mediate behaviour and in order for a change to occur, knowledge is necessary, but 
alone is not sufficient. Behaviour is influenced by the social environment, a person’s 
motivation and skills. Social Cognitive Theory asserts that individuals learn from their 
own experiences and from observing others. The outcome of the behaviour may 
influence how an individual behaves in the future. (Bandura, 1986).  In relation to the 
overall findings from this present study there is support for the influence of 
psychological and social determinants. Women appear to make choices regarding 







Phelan (2010) suggested that pregnancy could be an ideal time for behaviour change 
due to the expectation that women are likely to be going through a range of emotional 
responses including fear for the wellbeing of their foetus. Atkinson, Shaw and French 
(2016) found high levels of motivation to change health behaviours during pregnancy 
such as a healthy diet and physical activity. However, it is important to note that other   
studies have found  barriers to carrying out intentions; including psychological barriers 
as well as work, family, time and environmental barriers ( Weir et al, 2010) 
Atkinson, Shaw and French (2016) conducted a phenomenological analysis of 
women’s experiences during their first pregnancy. Their aim was to review if 
pregnancy provided a “teachable moment” for positive health behaviour change. The 
authors found that for those women who had planned their pregnancies, any changes 
made in relation to diet and physical activity were described as “automatic changes.” 
Diet and exercise were influenced by what the women perceived to be as normal and 
acceptable during pregnancy. They concluded that pregnancy alone may not be 
enough to create a “teachable moment.” Olander, Darwin, Atkinson, Smith and 
Gardner (2016) point out that in order to study pregnancy as a possible “teachable 
moment”, it is crucial that a framework is used to go beyond motivation alone. They 
recommend the COM-B framework (see Figure 2) which can identify changes in 










Figure 2. COM-B Model, Michie, Atkins and West (2014) 
 
The COM-B model was first introduced in 2011 as a framework for understanding 
behaviour and what determines it (Michie, van Stralen and West, 2011). COM-B 
stands for Capability, Opportunity, and Motivation which leads to the Behaviour. The 
model can first be used to understand why an individual, group or population is 
engaging in an unhealthy behaviour or not engaging with a healthy behaviour. Michie, 
Atkins and West (2014) point out that the components of the COM-B interact and 
changing one part of the model could influence behaviour to change. Applying this 
model in relation to “capability” would involve assessing if someone had the 
knowledge or skills, either physical or psychological, to perform the behaviour. There 
must be “opportunity” in terms of the physical and social environment and sufficient 
time and there must be strong “motivation” to perform the behaviour. The model 
implies that any change in behaviour must arise from capability, opportunity or 






This present study was not driven by theory.  A future study could use the COM-B 
model in relation to understand why women drink alcohol during pregnancy. 
Capability could be applied by looking at women’s knowledge of the guidelines and 
beliefs of consuming alcohol.  ‘Opportunity’ could be explored by understanding social 
opportunities – do women feel tired during pregnancy and have caring responsibilities 
for other children making it unappealing? Do family and friends encourage alcohol 
consumption? Motivation could be applied by understanding what is associated for 
the individual – do they have strong willpower to resist or is alcohol seen as something 
pleasurable – leading to a desire to drink. 
Another area where the COM-B model could be applied is to understanding barriers 
to healthcare professionals discussing the alcohol guidelines with pregnant women.  
Specifically, ‘Capability’ whether healthcare professionals have the knowledge and 
skills to discuss the new guidelines with pregnant women; ‘Opportunity’ - 
understanding what barriers there are in relation to the physical and social 
environment for healthcare professionals to discuss the alcohol guidelines with 
women; and ‘Motivation’ healthcare professionals’ willingness  to discuss alcohol 













4.3 Strengths of this research  
The topic of alcohol in pregnancy is very current and is frequently being debated in 
the wider academic community as well as in the media. Insights from women who 
have recently had a child adds to understanding how women perceive and follow 
messages about alcohol in pregnancy. As far as I am aware, this is the first study to 
look at how a variety of women from different parts of the UK perceive messages 
about alcohol and make their decisions since the guidelines changed in January 
2016. Open questions were used throughout the interviews and they followed on 
from what the women had said, this allowed the participants to be open about their 
own experiences and added to the depth of the information provided.  
4.4 Limitations  
Despite the interesting findings there are a few limitations to the research which 
need to be considered.  The knowledge produced from this qualitative study is not 
transferable to all women and settings as the findings could be unique to the small 
group of people who took part. This study was based on opportunity sampling. 
Future studies could benefit from purposeful sampling and, to ensure a range of 
different participants are included, could involve NHS antenatal services in the 
recruitment process.  Although PPI input provided feedback on the interview 
schedule this study did not incorporate PPI in other areas.  In future studies PPI 
could potentially be used to analyse and interpret the findings; this would involve 
assisting with developing the themes from the data and/ or be consulted to see if 
they interpret and understand the data in the same way as the researcher (Involve, 
2014). This would require appropriate resourcing and funding as any PPI 





It is important to consider that two participants gave birth before the guidelines 
changed to abstinence. In addition, two more participants were in the later stages of 
their pregnancy and one was in her first trimester when the guidance changed from 
low alcohol to no alcohol in pregnancy. This may have influenced the findings of this 
study.  Another limitation of this study was that if someone did not speak English 
they were unable to take part in this study and therefore, further research is needed 
to understand the views of  non-English speaking groups of UK women, who 
conceivably may experience differing pressures around drinking alcohol. 
4.5 Future Research  
 
This study considered the views of women from different ethnic minority groups 
although the majority were White British (67%) and all spoke English. Therefore, 
similar research should be conducted in different populations as cultural context is 
likely to play a role in alcohol and pregnancy. Further research is needed with a 
broader range of women from a range of socio-economic backgrounds.  As this 
study was undertaken during a time where the guidelines had recently changed it is 
recommended a future study explores whether there is a better understanding of the 
guidelines for women and more consistent message from healthcare professionals 
once the guidelines have had a chance to be embedded.  
This study found women often feel comfortable with drinking alcohol before they find 
out they are pregnant.  An area for future research could be studying views about 
alcohol consumption in women who are currently trying for a baby and are not yet 
pregnant in order to see if similar results are found. Furthermore, it could be 
beneficial to conduct a study looking at how healthcare professionals view the 
current alcohol guidelines and their experiences of using them. This could be 
carried out by using mixed methods including a quantitative study, potentially using 




experiences of implementing the guidelines in practice. The responses could inform 
questions to be used in qualitative study, for example focus groups. Focus groups 
would allow for group discussions and views from a wide range of healthcare 
professionals.  This in turn could help to examine what are the potential challenges 
for healthcare professionals when discussing the abstinence message during 
pregnancy. The findings could be used to implement interventions which overcome 
these barriers.   
A future study could focus on a larger quantitative study investigating whether 
women are being informed of the new guidelines. In addition, a qualitative study 
could investigate what partners/fathers think about the current guidance of no 
alcohol during pregnancy. Lastly, a future study could look at exploring attitudes and 
behaviours of women who have not planned their pregnancies as there may be 
varying results – all the women in this current research study planned their 
pregnancies and therefore they may have already mentally prepared to change their 
health behaviours. Women who do not plan a pregnancy and find out they are 


















In conclusion, the findings of this research suggest that women are often unaware 
of, or unclear on, guidelines for consuming alcohol during pregnancy. Specifically, in 
this study, pregnant women were interviewed during a time when the guidelines for 
drinking alcohol during pregnancy had recently changed. It is recommended that 
further study is undertaken when the new guidelines are embedded and not during 
a period of transition as this may impact on future results. This study found women 
were unclear, unaware or critical of guidelines, as a result there is likelihood that 
women may be unlikely to follow guidance on drinking alcohol in pregnancy. A 
suggestion to improve understanding and the subsequent uptake of the guidelines 
is for health professionals to relay consistent messaging throughout their 
interactions with individual patients, with a focus on relevant evidence and how it 
supports the guidelines and their recommendations. It is recommended that health 
professionals identify factors that may influence their patients and tailor the 
message to be personally relevant to the individual concerned. This in turn may 
better assist with the decision-making process and amount of ‘personal sacrifice’ 
that may be experienced if women abstain completely. To assist in personally 
tailoring the message and improving uptake, healthcare professionals could be 
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Appendix 1- Interview questions 
 
 
Interview Questions (Adapted after PPI feedback) 
Mothers views on alcohol guidelines and drinking during pregnancy 
 
1. Do you drink alcohol when not pregnant and if so how much do you typically 
drink per week?  
2. What do you know about the recommended levels of alcohol when someone 
is not pregnant?  
3. Do you know how many units are typically in 1 glass of wine or a pint of beer? 
4. How would you define binge drinking? 
5. Can you please tell me what you think about drinking during pregnancy?  
6. What would you consider as a safe level of drinking in pregnancy? 
7. Thinking back to your pregnancy how much alcohol did you drink? (For 
women who have had more than one child they will be asked the same 
question for previous pregnancies. 
8. What do people around you friend, family etc. say about drinking during 
pregnancy? If this doesn’t come up -Follow up with what does the father of 
your baby think about it? 
9. Are you aware of any consequences of drinking in pregnancy on the unborn 
child? 
10. Are you are aware of any guidelines or recommendations about alcohol use 
in pregnancy? 




12. Were you provided with any information about drinking alcohol when you were 
pregnant? If yes where did you get the information from and what did you think 
about the information? Did you search for information and if so where did you 
look? If no- did you look up any information yourself? What did you think about 
the information 
13. For women who this is not their first child – What were your previous 
experiences of receiving information on alcohol during your other 
pregnancies? 
14. Do you think the information you have received has influenced your decision 
to drink or not to drink during pregnancy? 
15. What conversations have you had with health professionals around drinking 
alcohol in pregnancy?  
16. Did your midwife ever discuss alcohol with you?  (Yes- what happened; No – 
how would you have felt if your midwife had discussed alcohol with you?) 
17. Where and how would you like to receive information about alcohol 
consumption in pregnancy? 















Appendix 2: Reflections from research journal  
August 2016 
11/08/2016 
Advert placed for volunteers for my study, I had three responses and two women 
have decided to take part. I am very pleased to have received responses. On 
reflection I should have advertised for the study as soon as I received ethical 
approval in June 2016. I was waiting for the feedback regarding the interview 
questions and I should have sent this earlier. I will ensure I continue to regularly 
advertise and recruit for the study.  
18/08/2016 
First telephone interview took place today. I e-mailed the participant yesterday to 
remind her of the interview. Different feelings, thinking I am confident and will use 
lots of open questions and listen, also apprehensive of how it will go. I know it is 
really important to build rapport at the start and not follow the question too rigidly 
and follow up on what comes out in the conversation to let the participant share her 
experience.  
The interview lasted for 35 minutes. On reflection it went well overall, I feel I could 
have got more but struggled to get the participant to talk about reasons for choosing 
to drink during pregnancy other than she thought a small amount was fine. It was 
really interesting as the participant has only just had a daughter in the last month 
and has another daughter and had research alcohol in pregnancy for her first 
pregnancy but not for her second one, she went on her previous experience. I found 
it challenging when the participant asked why the guidelines have changed. Like 
how I explained the study at the start. Participant said she drinks wine, could have 
expanded to ask about other alcohol when not pregnant and when pregnant and 
how she perceives this.  
Reflection – Need to leave more time for reflection and longer pauses, don’t be 
afraid of silences. Discuss partner’s influence- what does the father of your child 
think about drinking in pregnancy.  
20/08 
Second Interview took place in the evening and face to face. It was in the evening 
due to the convenience for the mother. It was a different experience doing it face to 
face. I did find it easier to get more information but this could just be due to the 
participant. Participant had very strong opinions about the guidelines.  
September 2016 
First interview with someone who decided not to drink during pregnancy and doesn’t 
drink much when not pregnant. This interview was shorter as I was running out of 
questions to ask. It is just as important to understand why someone does not drink 
during pregnancy. Look at how to have more depth.  
October 2016 
First Skype interview. No connection problems. I didn’t feel as comfortable doing the 
interview on Skype as I did face-to-face or on the phone. As a result I feel this 






Had a break from data collection due to second job and other commitments such as 
progression review and professional skills log. This has made it a lot harder to get 
back into it. Recruitment has been slow. Recruitment has been online, has been 
more difficult this time around with no responses. Have found a couple of people. 
Looking to get people from out of London. Joined various mother and baby groups, 
Bristol, Brighton, Cornwall. Will also visit a few mother and baby groups.   
June 2017 
I have now completed 8 interviews and spend most of this month transcribing. It has 
been tough. I was expecting to have completed at least 12 interviews by now. I have 
gone back to the women in my study and asked a couple of them if they know 
anyone. I have also asked a few friends. I feel I have got a good mixture of 
participants from different places and I have experienced different methods. 
Telephone interviewing actually feels the most comfortable but at the same time it 
can be more challenging as there are not cues via body language. I have a couple 
more interviews to transcribe and a couple more participants to interview. It has 
been really hard to organise a suitable time and they have asked to rearrange a 
date we planned a few times.  
July 2017  
Reflecting on previous interviews. For future interviews would be ask if participants 
had no alcohol when trying to conceive. Doing well at being quiet and giving the 
participant time to think and reflect and when they ask questions not jumping in with 
answers. Still doing this on some occasions.  Looking at mix of participants, all the 
ones coming through are from a higher socio-economic status. Need to find more 
women who have drank during pregnancy and from a lower socio economic 
















Appendix 3 – Original themes and codes  
Initial Codes Initial Theme  Final Theme  
 
Alcohol and different stages of life 
Abstaining from alcohol 
Alcohol before pregnancy 

















the baby is 
born 
 




Comparing risk to other health behaviours  
Comparison with smoking, smoking seen 
as a completely unacceptable behaviour  
Risky types of alcohol 
Better to be safe 
Confusion over contradictory information 



















Making sense of it all  
 
 
Interactions with medical professionals  
Attitudes towards medical guidance 
Don’t relate to the guidelines 
Women good source for other women  
Checklist approach 
Women should be informed 
It’s a No No 













Lack of trust, 
the guidelines 
don’t relate to 
me  
 
Making sense of it all  
 
 
The stigma of drinking alcohol in 
pregnancy 
Feeling judged 
Hiding drinking  
Group Norms  
 
The role of 
social norms 
Sub-themes 
Feeling judged  
 







Social acceptance  
Drinking Culture  
Decision was already made  
Types of alcohol 
Spirts way too strong 
 
 
The role of 
partners and 
family in 

















































‘ Yes, it was the same and in fact, it was more so as it took us awhile to, both 
times to in fact to get pregnant, and I was not drinking in advance of getting 
pregnant at the time as I was trying to conceive and one of the findings 
around trying to conceive more easily is not drinking. So I was not drinking 
for 6 months even in advance of us getting pregnant on both occasions.’ 
 
‘ Well there was a 40th or weddings, so it was like a few glasses of prosecco 
or champagne. It was like one 40th and three weddings. Well, I had 
researched drinking and pregnancy, when it was my first pregnancy. They 
said you can have 2-3 units a week. I think that that seems like quite a lot. 
Um, so I decided that I would only drink on special occasions, which is what I 
did. Erm, yeah and that is what I did. ‘ 
 
‘ It was easy because I am not a drinker anyway so it was nothing for me.’ 
 
 
‘ So yeah, I, when we were at work I didn’t want to drink much whilst I was 
pregnant, obviously. I also didn’t want to cut it out completely because I 
don’t think there are good study showing that you know. Soo I would have a 
very small glass of wine with a meal. ‘ 
 
‘I really wanted to get pregnant so I didn’t want anything at all to affect my 
fertility so I didn’t really drink during that time. But, yeah when I say I didn’t 
really drink at the time I never ever cut it out completely, I just cut back.’ 
 
‘Yeah, fewer glasses and smaller glasses. So literally I think like one small 
glass, one, yeah. And when I say a small glass that would be smaller than a 








Motherhood ‘ Erm, well it has kind of changed since I have children, so now probably 
around two units a week, between 2 and 4’ 
 
‘ Before I had my first child I probably would I have, I would say I would 
probably have between 14-20 units per week. Probably the equivalent of one 
to two bottles of wine a week. I would say.’ 
. 
‘I guess it is different now to before when I was pregnant because at the 
moment I am breastfeeding as well still. So um yeah, before I was pregnant I 
suppose I mainly drank wine, with my husband, so socially with a meal but 
we could easily get through a bottle in an evening together. Not every day 
but if we cracked one open then yeah. Then when I was pregnant I obviously 
cut down a lot on that and now that I am breastfeeding and co feeding with 
her I just don’t drink as much. So I will have a glass of wine in the evening, 
but like a small glass, erm I don’t really go out. 
Interpretation 

































‘ Erm, I choose not too, erm I don’t think there is a particularly good evidence 
base for whether you should or shouldn’t. I think there is certainly good 
evidence for not drinking too much but personally I just choose not to take 
the risk. Foetal Alcohol Syndrome (FAS), all that sort of stuff. I knew I wasn’t 
go to be at risk for that but I just didn’t want to do it.’ 
 
‘Yes, so Foetal Alcohol Syndrome is one, so cognitive impairment, that sort of 
thing. Erm, yeah there are all sorts of risks associated with it aren’t there? 
Early birth, low birth weight, all that sort of stuff.’ 
 
‘ Erm, yes, yeah, yeah. I don’t think that the occasional drink will actually 
harm the baby.’ 
 
‘ Yeah, so some of them have stuck to the guidelines in their pregnancy and 
their subsequent pregnancies. I think they probably didn’t know they had 
changed, some of them are like me and just drink on special occasions and 
some of them don’t drink.’ 
 
 
‘Foetal Alcohol Syndrome (FAS), you can see how it affects their development 
and also how it affects them emotionally and physically. It’s a continuum. 
Three students that I have known have had Foetal Alcohol Syndrome and 
then one of my colleagues was saying about FAS and how it affects a 
particular area of the brain and then basically I read quite a lot about it. It’s 
quite scary. To me, it doesn’t seem to be, even if the mother drinks heavily 
her children might not necessarily get it. Another one might drink quite 
moderately and her child might get it.’  
 
‘: I just feel that if you are pregnant you shouldn’t be drinking because even 
when you drink a lot when you are not pregnant there are usually issues and 
stuff and you are carrying another person, you just, you could go without. 

























‘ MMM, MMM not really because I think all the guidelines in the UK are like 
you shouldn’t drink, there is no safe level so you shouldn’t have any. Um but I 
also think that’s a load of crap because you could also say there is no safe 
level of crossing the road like, you know, don’t cross the road your entire 
pregnancy because you might get run over and it’s like well.’ 
 
‘Well yeah, Foetal Alcohol Syndrome (FAS). I actually know a baby that had 
FAS, my mum looked after a little girl who’s mum was an alcoholic, and she 
really was a fighter and I think, and yeah my mum wasn’t sure if she was 
going to pull through. Actually she did end up pulling through. I am aware of 
how awful that can be fore babies but you have to drink a hell of a lot for that 
to happen and having the odd glass of wine with a meal is not going to cause 
FAS. ‘ 
 
‘I didn’t want to have spirits when I was pregnant because they smelt 
somehow too strong, too concentrated, it just never felt right, so I never had 
any when I was pregnant and I have hardly had any since, really. I mean I 





‘ Erm, I choose not too, erm I don’t think there is a particularly good evidence 
base for whether you should or shouldn’t. I think there is certainly good 
evidence for not drinking too much but personally I just choose not to take 
the risk.’ 
 
‘ Erm I think it is a personal choice, erm I didn’t, I am not a big drinker in a 
sense. Erm, I think, what do I think? Erm, I think just like smoking during 
pregnancy there is enough information out there, if people want to do it then 
I think kind of on their heads be it, kind of thing.’ 
 
‘:Erm,  for me, this is going to sound controversial, well it is all controversial, 
it’s all contradictory, which is why you are probably investigating this area as 
it is not clear cut. I think the information said that we know that alcohol can 
convey itself through the umbilical cord to the placenta, so therefore I know 
and I know that alcohol is poison full stop for me so therefore it would almost 
be a no brainer of why would I drink for my daughter. That said, you know I 
don’t, you know it is a personal choice I wouldn’t think worse of someone if 
they had occasional glasses of wine or a glass to drink while they were 
pregnant. So I think it is a very personal choice but for me, it was a little bit of 
a well, why would you? Just like I didn’t eat runny eggs, I didn’t eat 
undercooked meat. I didn’t, you know it wasn’t just a standalone thing, it was 
like you know I am now pregnant what can I do to make the best for my 
child.’ 
 
‘Well, I had researched drinking and pregnancy, when it was my first 
pregnancy. They said you can have 2-3 units a week. I think that that seems 
like quite a lot. Erm, so I decided that I would only drink on special occasions, 
which is what I did. Erm, yeah and that is what I did.’ 
 
‘So yeah, I, when we were at work I didn’t want to drink much whilst I was 




don’t think there are good study showing that you know. Soo I would have a 





‘ But, obviously now I found out the government, since you e-mailed me, I 
found out the government says you should not drink anything. So, I am like 
ok, maybe I shouldn’t have drunk anything.’ 
 
‘ So it was only three weeks that I drank, so I did drink. Now, obviously I mean 
it I wouldn’t have drunk that but I did speak to the, Um I spoke to my doctor 
about that and he said, look it’s happened, um it’s not ideal, but don’t worry.’ 
 
‘My first one, I don’t even want to think about how many drinks I had before 
I got pregnant as there was Christmas and New Year and we had gone to 




with medical  
professionals 
‘ I think so, I think the midwife gave me a bundle of leaflets and I am sure 
there was one in there about alcohol.’ 
 
‘ So the second time around they don’t really bother with you, laughs. But 
first time around the thing they really spoke about a lot were the 
inoculations. Erm, so there was not much about diet or exercise or any of 
that type of stuff, at all really. There was a bit on smoking which was weird 
because I am a definite non-smoker and they kind of measured that as well, 
they test you for it. Just to make sure you are not lying, laughs. Even though I 
had said I am not a smoker they tested and that showed I was not a smoker 
and they still gave me information about it. ‘ 
 
‘ I do not think there is enough information given after pregnancy. You give 
birth and you alcohol patterns change. During pregnancy it is really clear, 
don’t do it. it is very convoluted and most mums that I speak to just want a 
beer and they don’t know when they can have a beer, laughs and you dream 
of having a beer, and also for the odd time during pregnancy, if you could be 
sure you could do it. It would have been nice to have had a drink’ 
 
 ‘Erm, yes it would have come, I remember when we got the packs from the 
NHS midwife there was a whole conversation on health, I do remember 
having a conversation with the Dr around you know how much I drink, you 
know that kind of thing and then also subsequently the midwife, so I am sure 
at that stage or even later on, if I said I usually drink a lot I imagine that 
would have promoted another conversation whereas I wasn’t usually 
drinking, I imagine the midwife was just like oh ok, it’s not an issue.’ 
 
‘I did not hear anything about it. They did not say to me the 
recommendations are not to drink alcohol at all.’ 
 
‘Erm, I think they asked me how much I drank. Yeah, they definitely asked me 
how much I drank. My midwife did, um and I said that I drank only 
occasionally, like at a wedding or a 40th. Like I would have a glass of 
champagne and they said that’s fine. Um, yeah.  And obviously my first 




three weeks of being pregnant. I actually think, because I have been thinking 
about it, I think it was only the first two weeks of being pregnant and they 
were absolutely, they were kind of like well, it’s happened now, they didn’t 
seem that concerned about it. ‘ 
 
‘No, I think because I had said I would only have it at special occasions like 
weddings and I would only have one glass of champagne or prosecco they 
said that’s fine. I think obviously if I said I was going to be drinking every 
week then they might have gone into more detail.’ 
 
‘Well in the first appointment you have they go through all the things you 
must and mustn’t do during pregnancy and they ask if you smoke or if you 






‘ Yes, and also like when I saw the GP we spoke about it as well. He asked 
how many units I was drinking and I didn’t tell him what I was drinking but I 
said not very many and so I explained what my drinking habits were and my 
GP even said well you know the evidence is very mixed on low and moderate 
levels of alcohol, you know. So although the NHS says none, the evidence is 
mixed, the evidence is mixed so it’s not like my GP said when it comes to 
having a drink like you shouldn’t, you shouldn’t.’ 
 
‘ Err, umm I can’t remember speaking to my midwife about it but that 
doesn’t mean that we didn’t.  Yeah, so I don’t think I did. I can’t remember 
any healthcare professional during my pregnancy that said you should not, 
you should absolutely not be drinking.’ 
Lack of Trust, 
the guidelines 
do not relate 
to me 
 
‘ Erm, uh it is interesting. I think, I think guidelines are meant for the 
clinicians and in the real world what is the impact of that? So what are you 
doing? What behaviour change are you creating? And I suspect, again with 5 
a day that it is not doing much. Erm, I think it is slightly vilifying women when 
I don’t think the evidence support that. Erm, if they think if they do they not 
believe that then then what else do they not believe? What other guidelines 
do they not trust? I do not think it is very helpful.’  
 
‘ Well I think if someone was saying well you know I can’t, I am not allowed 
to drink anything but I need a glass of wine, ok right I am  breaking the 
guidelines anyway. I am going to have five glasses of wine and I think that 
needs to be looked at, so what’s happening in the real world when you 
change these guidelines?’ 
 
‘ If it has now changed to say no safe levels so you shouldn’t drink any which I 
think was alluded to anyway when I was pregnant. If it has definitely changed 
than I think that is total bullocks. You know it should be evidenced based. 





‘Yes, If you go to France you can probably have a whole lot more wine, it’s 
not forbidden, its actually encouraged. It is not based on science. It is based 
on social/cultural things and that really irritates me because I think if you are 
going to be telling people what they should or should not put in their mouths 
then it should be based on solid evidence not just oh well if you drink a whole 
lot of alcohol then that is bad for your baby, that correlation is flawed.’ 
 
‘ I think it’s quite patronising to just expect women to not be able to regulate 
their own alcohol intake. I think, you know, one of the arguments for there is 
no safe level is, so you know don’t drink any, I think one of the arguments is 
that people always underestimate how much they are drinking. So they tell 
you not to drink any because you know, if you say drink a moderate amount 
then they may accidently end up drinking a lot. I think that’s really 







‘ I think it should be a conversation, initially. There is just something about 
taking to women about what they are doing currently and  what the 
guidelines are and how this might impact them, how they can interpret them 
and follow that up with some written information as well. It needs to be a bit 
more personalised. The kind of blanket paperwork you get is just not good 
enough really. I understand why the do it because there are not enough 
hours in the day.’ 
 
‘Do you know what I think would be useful, the government should use 
Facebook campaigns because mums are generally on Facebook and they 
could do campaigns on Facebook. You know saying, do you know that it has 
changed. You could target the campaign. They could do something like that 
because at the moment I don’t think many people know that it has changed. ‘ 
 
 
‘ I think there should still be like information available throughout the whole 
pregnancy because you never know, because some women end up craving 
alcohol, even though they are not a drinker during pregnancy. So if you keep 
on talking to them about it then they are more likely to know not to do it 
because they will know the dangers and stuff, but if you just leave it at the 
first appointment then there isn’t any information. Because I didn’t get any, I 
don’t know what kind of stuff it causes or anything. ‘ 
 
‘I think we should be given those things even if you are not a drinker because 
you never know, your friends, your sister or someone is drinking and you 








‘ I think there is quite a lot of stigma attached to, it annoys me there is quite a 
lot of stigma attached to women drinking. You can see on the side of a wine 
bottle there is a picture of a pregnant women with a line through it, like no 
you shouldn’t do that and it always used to annoy me. Because that is on 
wine but it’s not on like blue cheese and that kind of thing which has proven 




real proven links that a small amount of moderate drinking can be 
detrimental to your baby.’ 
 
‘ No, but then, but then like you know it something a bit stigmatized and I 
feel like it shouldn’t be stigmatized. I would like to invite responses so I can 
kind of challenge people.’ 
 
‘ Yeah, yeah, it is complicated for you to work it out yourself. It is complicated 
because you get conflicting kind of evidence, well conflicting opinions and 
evidence, and it is complicated because you have all the judgement of society 
to compete with as well but my little story with the coffee, you know, four 
different people jumping on what you could or could not drink, and that was 
just coffee, that was just over a cup of coffee.’ 
 
‘ Yeah, so I think most of my friends drank wine, I don’t know anyone who 
drank spirits but maybe they did. Maybe I am just projecting my own 
experiences. I remember there was a friend of mine, well a colleague of 
mine, who started when she was pregnant and wanted to drink wine, she 
was out, she would get it put in a coca cola glass, like asked specifically the 
barman to put it in like a glass because she got fed up of the judgement. I 
never really experienced that. 
Group 
Norms 
‘ So my husband is against me drinking during pregnancy but I again don’t 
think he would judge anyone else and my parents and family, erm because 
we have had quite a few family babies, as it were recently, they knew I would 
not drink and if they were drinking they would bring bottles of Schloer and 
non-alcohol treats as it were. You know it would be like oh M would you like 
a beer and J would you like a Schloer? It was assumed that I wouldn’t be 
drinking and I think if I did drink then they would have been quite shocked.’ 
‘ Yes, a small glass of Champagne. Erm, part of the reason I did that and 
thought it was OK is because  a couple of my friends who are doctors also did 
that,  so I thought ok, they are drinking while they are pregnant and they 
know all of the research and then I feel quite happy doing that.’ 
 
‘ I have had people say like go on you can just have a little bit, I have had 
people say that to me but obviously I know, well I believe that I shouldn’t. ‘ 
 
I: Do you know what he thought about drinking during pregnancy.  
‘ It’s a no, I would probably be divorced. He would find it unacceptable.’ 
 
‘ I think it is just from family. Like other generations, when you are pregnant 
you just shouldn’t drink. I think it is just something that you are taught.’ 
 
‘I mean no, I just assume that everyone will know right from wrong, or they 
know they should not be doing it, so I don’t say anything.  
 
‘No he was not worried about the alcohol thing. He is from Israel and so I 




‘ It depends, it’s a generational think, so grandmother upwards would 
probably say a pint of Guinness a day is good for your iron and all that sort of 




know, if it helps you get by, a little glass is not going to do any damage, and I 
think that’s probably quite sensible.’ 
 
‘Erm, I think, erm, I don’t know, I don’t know. I think because in a way 
because I am probably at the end of the scale because I don’t drink much 
anyway and because I have another daughter I don’t really go out much, I am 
not really in a situation where lots of people are drinking but I think often you 
know, certainly my sister, who works in a commercial world where there are 
works drinks and clients drinks and she obviously didn’t want to let her 
colleagues know until she was kind of sure. She said that if someone brought 
her a drink and she was in a work situation then should would have to 
pretend to put it down somewhere or nip to the loo and poor a bit out and 
stuff, erm and so obviously she said she didn’t drink one night and they all 
said, you must be pregnant. My sister does drink a hell of a lot and so her 
work and social situation made it harder for her to not drink alcohol while 
she was pregnant. So I think to take into account when people talk about you 
know cutting back or not having alcohol whilst pregnant it’s about maybe 
























Appendix 4: Consent form  
 
 
Participant Consent Form  
Mothers views on alcohol guidelines 
 
Researcher’s name – Davina Ledermann 
I have understood the details of the research as explained to me by the researcher, 
and confirm that I have consented to act as a participant.  □ 
I understand that my participation is entirely voluntary, the data collected during 
the research will not be identifiable, and I have the right to withdraw from the 
study without any obligation to explain my reasons for doing so. I understand that 
this research will involve an interview which will be audio-recorded digitally.  □ 
I further understand that the data I provide may be used for analysis and 
subsequent publication, and provide my consent that this might occur. □ 
I agree to have the interview audio-recorded, on the understanding that the 
information I give will be treated as confidential material, my anonymity will be 
protected as stated above and that the recorded information will be stored in a 
secure location. □ 
 
If you choose to take part, you will be asked to provide your email address if you 
would like to be entered into a prize draw for the chance to win a £20 Amazon 
voucher. If you do provide your email address, it will not be used for any other 
purpose. You do not have to supply your e-mail address should you not wish to. The 
draw will take place August 2017. □ 
 




Thank you for taking part in this study. If you wish to know more about the study or 
would like to discuss any concerns you may have please do not hesitate to contact 
us: 
Researcher: Davina Ledermann: E-mail Davina2.Ledermann@live.uwe.ac.uk 





Appendix 5: Information Sheet  
 
 
Information Sheet  
A study exploring mothers views on alcohol guidelines 
I am a doctoral student at the University of the West of England, Bristol and I am conducting 
a study to explore mother’s views on alcohol guidelines and drinking during pregnancy. 
Please take some time to read this information about the study and then decide whether 
you would like to take part. If you have any questions about it, please don’t hesitate to 
contact me.  Thank you for reading this.  
Purpose of study 
The guidelines around consuming alcohol during pregnancy have recently been updated. 
This study is aimed at exploring mother’s views and experiences of drinking during pregnancy 
and their thoughts on the current advice on drinking during pregnancy. 
Why have I been invited to take part? 
Women between 18-49 years of age who have had a child within the last year are eligible to 
take part regardless of whether they have or have not consumed alcohol during pregnancy. 
I am inviting 10-15 eligible mothers to take part in the interviews so you will be one of these 
women. 
What will happen if I choose to take part? 
The interview will last up to 60 minutes. I would seek your permission to record the 
interview. You will have the options to have your interview conducted over the phone, on 
Skype or face-to-face with me. You will also be able to choose a time that suits you, and if 
you opt for a face-to-face interview, it will be held at your choice of location and time. If you 
need to have a break the interview can be stopped and restarted when you are ready. The 
information will be saved, analysed later and a report will be produced.The questions will 
focus on the guidelines around drinking alcohol during pregnancy, your previous experience 
of advice on drinking during pregnancy and experience of what your friends and family think. 




to be entered into a prize draw for the chance to win a £20 Amazon voucher. If you do 
provide your email address, it will not be used for any other purpose. The draw will take 
place July 2017.  
What will happen to me if I do not want to carry on with the study? 
You may decide to withdraw from the study. If you take part in the interview, you will have 
1 month to withdraw your data if you no longer want your details to be used in the study. If 
you decided to withdraw from the study please e-mail me at 
Davina2.Ledermann@live.uwe.ac.uk. In this case, your information will be destroyed. If you 
have any questions from reading this information you can ask me before the study begins. 
What are the possible benefits or risks in taking part in the study? 
This study may inform the provision of information about alcohol consumption during 
pregnancy given to women in the future. There will be no risks involved in taking part in the 
study. However, some people may feel uncomfortable discussing alcohol and pregnancy. 
There are links below if you would like to find out further information on drinking during 
pregnancy or to get any support.   
 
Will my taking part in the study remain confidential? 
Yes. You will not be identifiable in any report produced. The information you give will be 
stored securely and will only be accessible by the researcher, and destroyed after the study 
has been completed and published. 
What will happen to the results of the study? 
Once the study is complete, the findings will be submitted as the researcher’s thesis to the 
University of the West of England. It may also be presented in a publication and shared with 
health professionals but you will never be named or identified in any reports.  The 
information you provide will be destroyed once the study is completed and has been 
published. 
Where do I get further information? 
For further information or for the results of this study, please do not hesitate to contact me 
via this email: Davina2.Ledermann@live.uwe.ac.uk. Alternatively, you can contact my 




If you would like to find out more about drinking alcohol in pregnancy and general 




Royal College of Obstetricians and Gynaecologists 
https://www.rcog.org.uk/en/patients/patient-leaflets/alcohol-and-pregnancy/ 
NHS Choices (Being a parent) 
http://www.nhs.uk/conditions/pregnancy-and-baby/pages/being-a-parent.aspx 








Confidential help and support is available from local counselling services (look in the 
telephone directory or contact Drinkline on 0800 917 8282). You can also talk to your 
midwife if you have any concerns about your drinking around the time of conception or in 
early pregnancy. 
NCT's helpline offers practical and emotional support in all areas of pregnancy, birth and 
early parenthood: 0300 330 0700. They also offer antenatal classes which are a great way 
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Bristol   BS16 1DD 
 
         Tel: 0117 328 1170 
UWE REC REF No:  HAS/16/03/128 
 





Application title: Mothers and alcohol: An exploration of drinking alcohol during 
pregnancy 
 
Thank you for resubmitting your ethics application, this was considered by the Committee 
and based on the information provided was given ethical approval to proceed.  
 
You must notify the committee in advance if you wish to make any significant amendments 
to the original application using the amendment form at 
http://www1.uwe.ac.uk/research/researchethics/applyingforapproval.aspx.  
Please note that any information sheets and consent forms should have the UWE logo.  
Further guidance is available on the web: 
http://www1.uwe.ac.uk/aboutus/departmentsandservices/professionalservices/marketing
andcommunications/resources.aspx 
The following standards conditions also apply to all research given ethical approval by a UWE 
Research Ethics Committee:   
1. You must notify the relevant UWE Research Ethics Committee in advance if you wish to 
make significant amendments to the original application: these include any changes to 
the study protocol which have an ethical dimension. Please note that any changes 
approved by an external research ethics committee must also be communicated to the 
relevant UWE committee.  
2. You must notify the University  Research Ethics Committee if you terminate your 




3. You must notify the University Research Ethics Committee if there are any serious 
events or developments in the research that have an ethical dimension. 
 
Please note: The UREC is required to monitor and audit the ethical conduct of research involving 
human participants, data and tissue conducted by academic staff, students and researchers. 
Your project may be selected for audit from the research projects submitted to and approved 
by the UREC and its committees. 
We wish you well with your research. 
Yours sincerely 
Dr Julie Woodley 
Chair 
Faculty Research Ethics Committee 
 
c.c   Diana Harcourt 


















Appendix 7: Full Reflective Account  
I will give an account of myself in the role of researcher. I acknowledge that my role 
in this research has not been one of a neutral observer and hence my perception both 
influences and shapes the research process. This includes biases relating to 
epistemological and theoretical positions which are implicated in the research 
process and its findings (Silverman, 1997; Willing, 2013). When I first started 
conducting the interviews I was 34 years old and had never been pregnant. I have 
always planned to start a family and my aim was to first finish my studying and then 
start trying for a family. My awareness of getting older and worrying if I would be able 
to get pregnant meant getting pregnant was something which was always on my 
mind. Whilst conducting the interviews and analysing the data I would regularly reflect 
on the interviews and it got me thinking about what I would do once I started trying to 
get pregnant. I could understand the reasons for taking a precautionary approach 
however I also felt some anger towards the fact the change in guidelines was not due 
to any new evidence but rather a complete review of the guidelines. I was very aware 
that in some countries like Australia, for instance, they have had zero alcohol 
guidelines for many years. I do enjoy drinking alcohol and alcohol plays a large role 
as part of my lifestyle and identity. Most weeks I would share a bottle of wine with my 
partner, usually on a Wednesday and I would drink over the weekend. How much, 
was dependent on what was going on socially. I would drink every Friday night, 
Saturday night and some Sunday evenings. This would usually include some beer 
and/or wine. On average I would probably drink around 14-18 units a week. I had a 
six month break from November 2016 to April 2017 in relation to conducting and 
transcribing interviews due to work commitments; during this time I was thinking less 
about what my personal choice would be. I was really enjoying drinking and when I 
started the interviews again in May 2017 my thoughts one again turned to what 




knew what they would do once they found out they were pregnant. I felt very conflicted 
as I felt I should know what my choice would be. In April 2017 I decided to come off 
my contraception. I had been talking to a few friends that had been trying to conceive 
for a while and in once instance a friend had being trying for a couple years. Once I 
came off my contraception I felt a huge sense of worry in relation to what if I was 
drinking alcohol and I become pregnant. I imagined the guilt I would feel and how 
worried I may be when I discovered I was pregnant. Nevertheless, I decided I would 
cut down on my drinking; I decided I was not going to give up altogether. My reasoning 
was I had no idea how long it would take to get pregnant, it could be several months, 
or years. I started reducing what I drank and religiously started taking pregnancy 
tests. My cycle took four months to return and this meant I was in a constant fear of 
becoming pregnant without being aware. In November 2017 I found out I was 
pregnant. By this point I had already finished the interviews and had analysed the 
data. Once I found out I was pregnant I immediately decided I would not drink any 
alcohol during the rest of the first trimester and then I would then make my decision 
about having the occasional glass after this time. I decided that over Christmas I may 
have one drink. What actually happened was I had two half glasses of Prosecco with 
orange juice. One glass on Christmas Eve and one on Christmas day. I think having 
half a glass mixed with orange juice meant that in my mind I was really hardly having 
any alcohol. Despite my decision I still found myself hiding this from my future mother-
in- law. I felt fairly confident in my decision and I had already discussed with my 
partner what his opinion was. He said he trusted me to make my own decision and 
he could see me being more risk adverse as I am a natural worrier.   I found it really 
interesting in the interviews when some of the participants had very strong views 
about not drinking in pregnancy; however their views on drinking when trying to 
conceive were very different. I too, struggled with completely abstaining whilst trying 
to conceive. I cut back but did not abstain from alcohol. Although I made this decision 




out I was pregnant I thought I would like to abstain throughout my pregnancy but I 
honestly did not want to feel I had to be religious in my decision. I wanted to abstain 
and I decided I would take it from there. To make it easier to abstain I purchased 
alcohol free beers and a good choice of soft drinks. For me knowing I was pregnant 
made it fairly easy for me to abstain from alcohol. I think the fact I am 35 years old 
and really wanted to get pregnant has had a role to play in my decision and although 
I believe the odd drink here or there would probably be fine, during my first trimester 
I chose to not take any risks. On reflection, I think the stress and worrying about small 
amounts of alcohol was not helpful, the feelings of guilt made me feel bad and it’s this 
feeling that makes me question the updated guidance. I question whether women will 
be feeling unnecessarily worried and what the implications of this will be. During my 
second trimester in week 16, I went to visit my sister for the weekend. We had a lovely 
day together having lunch and shopping and after this we went to a pub. I decided I 
would have a small glass of red wine, 125 mls. I enjoyed the wine at first, however, I 
did not feel completely relaxed about my decision. A week later I went out with some 
friends for dinner and here I chose to have a small glass of red wine. This time I really 
enjoyed it and did not feel guilty. There was absolutely no pressure to drink from my 
friends. In fact I think they had already assumed I would not drink and one of my 
friends who was not pregnant decided she was not drinking that evening. When I told 
my friends I was going to have a small glass of wine they all said they were sure it 
would be fine and proceeded to tell me that their mothers had drunk alcohol during 
pregnancy and they had turned out alright.  It made me reflect on how my bump was 
still pretty small, I was wearing black and the other diners would not have been able 
to tell I was even pregnant. I think if my bump was bigger, I would have felt more 
awkward about drinking alcohol in public. I am glad that I made a decision and then 
did not worry about it afterwards. I also told my partner about the small glasses of 





Reflection of interviews towards the researcher’s end of pregnancy 
My previous reflections had taken place whilst I was early on in my pregnancy, 
towards the beginning of my second trimester. Now that I am near the end of my 
pregnancy I thought it would be useful to reflect on the later stages of pregnancy and 
to review the interview transcripts.  I am now 35 weeks pregnant.  I continued to have 
the occasional drink when going out with friends for occasions such as dinner or 
birthdays. I definitely started to feel more conscious of drinking in public when I started 
having a much larger bump. I can completely resonate with seeing some alcohol in 
pregnancy as being a personal choice, as many of the women often spoke about. In 
addition, having some alcohol is not an everyday occurrence for me, it is something 
to be saved for special occasions.  
Reviewing the interview transcripts now, I can certainly relate to others who felt more 
comfortable with having some wine. I felt the same way. Although I knew that it is to 
do with the units and not the type of alcohol, I too could understand why women feel 
that spirits seem too strong and they were not drawn to them during pregnancy. I 
suppose it is to do with the strong smell and the perception of them being stronger 
found myself becoming less risk adverse as my pregnancy progressed. In terms of 
feeling more comfortable with drinking the occasional glass of alcohol, even in relation 
to food, I felt worrying about what I was drinking or eating was more harmful in relation 
to my stress levels and being relaxed is far more important. There is an overwhelming 
amount of information on what to avoid whilst pregnant. I feel becoming a first time 
mother is overwhelming in itself and therefore when giving information to pregnant 
women it needs to be done in a personal way. I strongly support being provided with 
information but at the same time the evidence for why the guideline is being promoted 
should be explained. I understood why I should avoid uncooked meat and many other 




be at the beginning of my pregnancy. When I look back, perhaps the guidelines saying 
no alcohol should be consumed made me feel guilty. I think on the whole it is a lot 






















Appendix 8: Systematic review  
Psychological and Psychosocial interventions for reducing alcohol 
consumption during pregnancy and postpartum. A systematic review.  
Abstract  
Background: Alcohol consumption during pregnancy can lead to negative birth 
outcomes. In addition drinking alcohol during the postpartum period can lead to 
early cessation of breastfeeding and potential for alcohol consumption to occur 
during future pregnancies. Objectives: The objective of this review was to access 
whether psychological and psychosocial interventions are effective at reducing 
alcohol consumption during pregnancy and postpartum. 
Method: Five databases where searched for articles that investigated the use of 
psychological and psychosocial interventions between January 2004 and October 
2014. In total 3522 titles were found; 2987 remained after duplicates were removed. 
Titles and abstracts were independently screened by the author leaving 16 studies 
to be reviewed at full text. The studies were reviewed at the full text stage by both 
the author and another researcher. Once full text articles had been reviewed seven 
studies were identified as relevant. Two of the studies had previously been included 
in a similar systematic review. Data extraction and quality assessment were 
conducted by the author.  
Results: Seven studies met the inclusion criteria (1460 participants, pregnant 
women and postpartum). No meta-analyses was performed as the studies were not 
sufficiently similar. For alcohol reduction there was no significant differences 
between groups in the majority of the studies. Two studies found significant 
differences however results should be considered with caution due to 
methodological weaknesses and the studies were all conducted in the USA. Results 




postpartum women who are heavier drinkers and potentially multiple brief 
intervention sessions. 
Conclusions: There is insufficient research on psychological and psychosocial 
interventions for reducing alcohol consumption during pregnancy and postpartum 
for definite conclusions to be drawn. Research with pregnant and postpartum 
women who consume alcohol at the time of the study with larger and more diverse 
samples is required.  
Introduction  
The negative effects of alcohol consumption during pregnancy have been widely 
reported with alcohol consumption now being recognised as one of the major 
preventable causes of negative birth outcomes which include: birth defects, preterm 
birth, low birth weight, facial abnormalities and learning difficulties (Gray & 
Henderson, 2006). These birth defects caused by maternal consumption of alcohol 
during pregnancy are known as Foetal Alcohol Spectrum Disorders (FASD). The 
current guidelines from the Department of Health state that pregnant women should 
avoid drinking alcohol and if they do choose to drink they should not drink more than 
one to two units of alcohol, once or twice a week and they should not get drunk 
(Department of Health; 2007).  
The National Institute for Health and Care Excellence (NICE) 2008, recommend that 
pregnant women should completely abstain from alcohol during the first three 
months of pregnancy due to the risk of miscarriage. In addition NICE (2008) 
recommend during the rest of the pregnancy for women to drink no more than one 
to two units of alcohol once or twice a week. NICE (2008) point out that there is 
uncertainty regarding a safe level of alcohol to be consumed during pregnancy and 
at the low level as per the guidelines there is no evidence of harm to the unborn 




drunk or binge drinking (more than 7.5 units on a single occasion) may be harmful 
to the unborn baby. The guidance from the Royal College of Midwives (2006) states 
that the only way to be certain that the baby is not harmed by alcohol is to not drink 
any alcohol whilst pregnant or trying for a baby.  The Royal College of Midwives 
(2006) defines binge drinking as five or more units of alcohol in one session.  
Kelly et al (2008) found women who drank 1-2 drinks per week during pregnancy 
were not putting their children at an increased risk of clinically relevant behavioural 
difficulties or cognitive defects compared to children of abstinent mothers. On the 
other hand, Kesmodel et al (2002) found drinking more than 5 drinks per week 
during pregnancy was found to be a risk factor for spontaneous abortion in the first 
trimester. Underbjerg et al (2012) found mothers who drank more than 8 drinks per 
week during pregnancy had an effect on the child’s attention. The authors used the 
Test of Everyday Attention for Children at five (TEACH-5). The authors tested five 
year olds whose mothers drank fewer than 8 drinks per week and those mothers 
who drank more than 8 drinks per week during pregnancy.  
Those who drank over 8 drinks a week during their pregnancy were found to have 
children with significant lower attention scores. Gray & Henderson (2006) suggest 
there is no safe level of alcohol consumption during pregnancy.  
The literature demonstrates that drinking during pregnancy is a complex matter and 
the advice differs. The literature is unclear about whether there is a safe limit for 
drinking during pregnancy.  In the U.S, the advice given is not to drink alcohol whilst 
trying to conceive or during pregnancy or breastfeeding. Dietary guidelines for 
Americans (2010) published by the U.S. Department of Health and Human Services 
(HHS) and Department of Agriculture (USDA), states:" There are many 
circumstances in which people should not drink alcohol who are pregnant or who 




pregnancy, may result in negative behavioural or neurological consequences in the 
offspring. No safe level of alcohol consumption during pregnancy has been 
established.” 
As well as considering how much alcohol is consumed during pregnancy women 
also need to consider their alcohol consumption when breastfeeding. Giglia & Binns 
(2006) published a systematic review on alcohol and lactation. They found alcohol 
consumption when breastfeeding is linked with negative outcomes for the baby. 
Exposure to small amounts of alcohol in the mother’s milk had an influence on the 
baby’s sleeping pattern with active sleeping having a significant affect. The authors 
suggest alcohol consumption during breastfeeding is associated with early 
cessation of breastfeeding. Furthermore it is important to look at effective 
interventions for reducing alcohol consumption in the postpartum period as this may 
have the potential to decrease alcohol consumption in future pregnancies. Studies 
have found past drinking behaviours are predictive of future prenatal alcohol use. 
(Bobo et al, 2006; Goransson et al, 2003). 
Sood et al (2001) found harmful effects of alcohol consumption during pregnancy in 
children of mothers who were drinking an average intake as low as one alcoholic 
drink per week. This finding shows the need for interventions for women who are 
likely to consume alcohol during pregnancy. Moreover; Bobo et al (2006) found up 
to 35% of women consume alcohol at any time during a pregnancy.  
Background  
Cochrane published a systematic review of psychological and educational 
interventions to reduce alcohol consumption during pregnancy and women planning 
pregnancy. (Stade et al; 2009). The Cochrane review reported only on randomised 
controlled trials (RCTs) and all four RCTs were studies conducted in the USA. The 
authors found very limited evidence that educational and psychological interventions 




Swanson & Power (2011) submitted a systematic review looking at interventions 
delivered during antenatal care to reduce alcohol consumption during pregnancy. 
They point out the inclusion and exclusion criteria for the Cochrane review may 
have been too narrow.  
The aim of their systematic review was to include both randomised and non-RCTs 
of alcohol reduction interventions delivered to pregnant women during antenatal 
care to discover whether these reduced alcohol consumption during pregnancy. 
Although the paper was published in 2011 the search of the literature for the 
systematic review was conducted up to 2008. Gilinsky, Swanson and Power (2011) 
found some evidence from a few studies that brief interventions delivered during 
antenatal care; face to face with pregnant women resulted in abstinence from 
alcohol during pregnancy.  
 
Aims and Objectives 
The aim of this review is to include both randomised and non-RCTs of psychological 
and psychosocial interventions delivered to pregnant women and postpartum to 
discover which interventions are effective in reducing alcohol consumption or 
abstinence from alcohol during pregnancy and postpartum. The previous systematic 
review conducted by Gilinsky, Swanson & Power (2011) reviewed interventions 
during pregnancy and their search of the literature went up to 2008. Therefore an 
update of the literature is required. This study will be looking at interventions during 








Eligibility criteria for considering studies for this review.  
Types of studies  
In this review RCTs and all types of non-RCTs were included to test interventions 
delivered during pregnancy and postpartum to reduce alcohol consumption. In this 
review only RCTs were found. Interventions included psychosocial interventions, 
brief interventions, educational interventions, motivational interviewing and social 
support. Studies were included if there was a comparison group to the intervention. 
Unpublished studies were excluded as well as studies that were not written in 
English. To be included the studies were required to have been published and peer 
reviewed. 
Types of Participants  
Pregnant or Postpartum women who consume any amount of alcohol or are at risk 
of consuming alcohol during pregnancy. Any studies which included pregnant or 
postpartum women who were using illicit drugs were excluded from the study, 
unless the results were reported independently for the alcohol intervention.  
Types of interventions  
Interventions included  
Psychological interventions include cognitive behaviour therapy and 
counselling/therapy and Psychosocial and educational interventions include 
motivational interviewing, brief interventions, health education and social support. 
Interventions delivered to pregnant and postpartum women drinking alcohol were 






Studies were excluded if there was no measurement of alcohol consumption. 
Types of outcome measures 
To be included studies needed to have a quantitative measure of alcohol 
consumption before and after the intervention. This could be measured by any 
means, including using self-report.  
Outcome measures 
Reduction of alcohol consumption during pregnancy and postpartum 
Duration of reduced alcohol intake during pregnancy and postpartum.  
Search strategy for identification of studies 
The following electronic databases were searched in October 2014 for studies 
published between January 2004 and October 2014: 
 
1) PsycINFO (2004 – 2014) 
2) Medline Ovid( 2004-2014) 
3) CINAHL (2004 -2014) 
4) British Nursing Index (BNI) 2004-2014  
5) Maternity and Infant Care (2004 -2014) 
The following search terms were used to identify studies meeting the inclusion 
criteria. The limits used included journal articles, from the year 2004 to current. The 
last search was conducted on the 26 October 2014. The search terms were limited 
to ensure only psychological and psychosocial interventions were included.  
(drink* OR alcohol* OR addict* OR "drinking behav*) AND ("brief intervention" OR 
intervention* OR "cognitive behavi* therap*" OR "CBT" OR "social support" OR 




OR pregna* OR gestation* OR childbearing OR "pre-natal" OR "ante-natal" OR 
antenatal") 
2) The Cochrane register was checked to ensure there were not any similar 
systematic reviews that were being carried out. 
(http://www.thecochranelibrary.com/view/0/index.html) 
3) The reference lists of all relevant papers were searched to identify additional 
relevant studies. Only studies published in English were sought.  
4) Two authors of different studies were contacted. The first study; primary author 
(Alyssa Gilinsky) of a similar Systematic review who confirmed that the review 
completed in 2011 was not going to be updated. Therefore this systematic review 
provides a 6 year extension of Gilinsky, Swanson and Power’s (2011) systematic 
review as their search included studies up to November 2008.  The second author, 
Judith Rankin, was contacted regarding information on a feasibility study for a trial.  
If the trial had been completed a further study may have gone ahead. The author 
confirmed the feasibility study closed early as they were unable to recruit the 
required number of women.  
Management of Hits  
The hits identified from the electronica databases [Psychinfo 1170, CINAHL 652, 
Medline Ovid, 1693 and Maternity and infant care 7] were combined and duplicates 
removed using an online reference manager , 535 leaving a total of 2987 abstracts 
which were retrieved to be reviewed.   
Study Selection 
The author carried out the literature search and checked the abstracts for any 
potential studies. Abstracts were screened by one reviewer and articles located if 




any doubt from the abstract the full article was obtained for further review. Full text 
copies of 16 papers were reviewed independently by two researches, the author DL 
and another researcher AA. Eligibility assessment was performed independently by 
two reviewers. Disagreements were resolved by discussion. It was agreed that 7 
papers were eligible to be included in this review. A list of the characteristics of the 
excluded studies can be found in appendix 1.The following studies were included in 
this review (Chang et al , 2005; O’Connor & Whaley, 2007; Osterman & Dyehouse, 
2011; Rubio et al, 2014; Osterman et al,2014; Fleming et al,2008; Tzilos et al,2011). 
Two of the papers included in this review were also included in the systematic 
review by Gilinsky, Swanson & Power (2011). These papers were (Chang et al, 





























Studies identified through database 
searching  
(n = 3522) 
3352 
Duplicates records removed  
(n = 535) 
Additional studies identified through 
other sources  
(n =0   ) 
Studies included  
(n = 7) 
Studies screened by title and 
abstract  
(n = 2987) 
Full-text articles assessed for 
eligibility  
(n = 16) 
Articles not meeting the 
inclusion criteria were excluded  
(n = 2971   ) 
Articles not meeting the 
inclusion criteria were excluded  




Data Collection Process 
A data extraction form was developed based on the Cochrane data extraction form, 
it was piloted on a randomly selected included study and it was refined accordingly. 
The data extraction form can be seen in appendix 2.  
The data extracted from the studies included the following:  
1) Study author, year of paper and report title and Journal. 
2) Study design. 
3) Study participants (demographics) for intervention and control.  
4) Type of Intervention, including length, content delivery and control 
conditions.  
5) Types of outcome measures.  
6) Method of recruiting participants.  
7) Method of study (including aims, design, unit of allocation, duration of 
study,). 
8) Risk of Bias Assessment (Randomisation, Blinding, selective reporting, 
incomplete data and any other bias.  














Quality Assessment of Studies  
The quality of the studies was assessed by the author DL using the Effective Public 
Health Practice Project Quality Assessment Tool. (EPHPP). (Deeks et al’ 2003). 
The tool assesses quantitative studies and their methodological quality. Reliability of 
this tool has been established.(Thomas, Ciliska, Dobbins & Micucci, 2004). The 
following criteria of each study is rated: selection bias, study design, confounding, 
blinding, data collection methods, withdrawals and dropouts. The studies are rated 
as methodologically weak, medium or strong. A methodically strong paper has no 
weak ratings for each component. A moderate paper has one weak rating and a 
weak paper will have two or more weak ratings. Table 1 provides a summary of the 
quality ratings of the included studies. The quality tool can be seen in appendix 3. 
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Moderate Moderate Strong  Weak Strong  Strong  Moderate 
Rubio et al 
(2014) 
Moderate Strong  Moderate Strong Strong  Moderate Strong 
Osterman et 
al (2014) 
Moderate  Strong Strong  Weak  Strong  Strong Moderate 
Fleming et al 
(2008) 
Moderate Strong  Moderate  Strong  Strong Strong Strong  
Tzilos et al 
(2011) 





Overall methodological quality of the included studies was moderate. Only four of 
the seven included studies reported sufficient information on randomisation 
procedures and only two studies had adequate blinding measures. Three of the 
studies were rated as strong overall however one of the studies had a very small 
sample size. All studies reported the number of participants randomized and all 
studies reported inclusion criteria. Four studies were rated as strong for controlling 
for confounders, three studies were rated as moderate. One study was weak 
regarding withdrawals and dropouts, another study had a high rate of dropouts 
however they worked out that the data for the pregnant women could not be used 


















A summary of the studies was carried out with data extracted from the data 
extraction sheet. The key characteristics of the studies were then tabulated. (Table 
2). Due to the differences of the various interventions and participant profiles 
between the studies it was not considered appropriate to combine the outcomes in a 
meta-analysis.  
 
Table 2: Study characteristics of the included studies 
 
 




Intervention details Measures and 
Follow up  
Outcome/Results 
 







Inclusion: 18 years or 
older, attending the clinic 
to see their obstetrician or 
practice nurse for a 
postpartum visit, and 20 
or more standard drinks 
in the previous 28 days or 
4 or more drinks on 4 or 
more occasions in the 
last 28 days or 20 or 
more drinking days in the 




randomised to the 
intervention group 
(n=122) and the 
control group 
(n=113). Of the 
235 participants 
207 (87%) 
completed the 6 
month follow up 
procedures.  





with 19% from 
minority groups. 
82% married or 




women in the 
intervention. Face to 
face four 15 minute visits 
with the clinic nurse or 
obstetrician scheduled 
one month apart for a 
brief intervention and a 
reinforcement session. 
Follow up phone call 2 
weeks after each face to 
face meeting. Total of 4 
contacts for each 
participant over 8 weeks. 
Workbook based on MI 
and cognitive behaviour 
therapy. Intervention 








Participants assigned to 
the control group were 
provided a health 
booklet on general 




number of drinks 
consumed, 
number of 
drinking days and 
number of heavy 
drinking days(4 
or more drinks in 
a day), in the 
previous 28 days. 
Time line follow 
back interview 
used at baseline 
and 6 months 










of the alcohol 
consumption 
measures. 6 
month follow up. 
  
 
Reduction in  
alcohol use at 
baseline  
and 6 months post 
randomisation for 






the intervention and 
control group. In 
favour of the 
intervention group.  
 
The difference was 
19% for total  
amount 
 of drinks  
consumed, 21% 
more for drinking 
days of the control 
group and 36%  
more in the number 
of heavy drinking 




















































Inclusion: 18 years or 
older, pregnant and 
planned to continue with 
their pregnancy, not over 
20 weeks of gestation, 
spoke English, consumed 
at least 3 drinks a week 
from conception and 
finding out pregnant, 
consumed at least 1 drink 
a week after finding out 
pregnant or at least one 
episode of binge drinking 
defined as 4 drinks or 





Inclusion: being pregnant, 
between the ages of 18-
45 with at least one 
month left of pregnancy, 
able to understand 
spoken English and either 
meeting the 1) T-Ace for 
problem alcohol use 2) 
exceeding 7 drinks per 
week or more than 2 
drinks at a time, or 3) 
reporting drinking at least 
one time per month 
during pregnancy. 
Exclusion: inability to 
provide informed consent, 
not being able to 
communicate in English 
and not having access to 
a phone for the follow up.  
 
N= 330 pregnant 
Mean age was 
24 years old.  
 
43% Black, 
53.7& White and 













N= 50 pregnant 
women with a 
mean age of 26 
year and a mean 
gestational age 





their alcohol use 
before this study.  
  
 Intervention had up to 5 face 
to face brief motivational 
enhancement sessions lasting 
between 10-30 minutes each 
occurring at study enrolment, 4 
& 8 weeks after enrolment, 32 
weeks of gestation and 6 
weeks postpartum. ME uses 
motivational interviewing 
strategies (Miller & Rollnick, 
1991). Women randomised to 
ME intervention (165) or usual 
care (165). Seventy nine 
women (24%) were lost to 
follow up. 125 included in MI 
analyses and 126 included in 
usual care analyses. 
 
Intervention was brief 
intervention which was self-
administered and solely on a 
computer with help from the 
investigator as required. Took 
approx. 15-20 minutes. 
Participants used headphones 
and a touch screen tablet PC 
was used, participants had the 
option to go back and revisit 
questions. Information about 
FASD was provided. If the 
participant had already quit 
there was a section on relapse 
prevention. The control 
condition had a video on 
television show preferences to 
control for blinding and time 
effects and a brochure to 
facilitate reduction of alcohol 
was provided at the end.  
 
Follow up after 1 month over 
the phone for 10-15 minutes 
and included an assessment 
of drinking. All participants 
received a $30 gift card and 
additional $5 after the follow 





women with any 
alcohol use & 
number of drinks 
per day. Reported 
via telephone 




gestation and 6 
weeks, 6 months 











as well as over 
the phone follow 
up 
after 1 month 
Participants were 
asked to recall 
alcohol use over 













the ME group 
and usual care 
in reduction of 





meant prenatal  
alcohol use 














group and the 











































































Inclusion: Positive alcohol 
screen on the T-Ace 
screening test or at risk 
for alcohol use during 
pregnancy 
 
Exclusion: More than 28 
weeks gestation. Intend to 
terminate pregnancy.  
Receiving current 
treatment for alcohol or 
drug misuse or physically 
dependant on alcohol or 
drugs or inability to 
















Inclusion: drinking alcohol 
at assessment.  
 
 
N= 304. Mean 
age 31.4. 79% 
Caucasian, 81% 
married, mean 
annual income $ 
55,357, median 
gestational age 































age 28, 70% 
Hispanic, 71% 





18 weeks.  
Declined 
participation 18%. 
1.9 mean number 
of drinks per 
drinking occasion. 
Mean age 28. 
 







Delivered face to 




Usual care.  
Financial 
incentives: prior to 
the intervention 
both groups 
received $50 for the 
initial assessment. 
$100 for the follow 
up. Each time a 
partner participate 







Multi session brief 
intervention, face to 
face. Unknown 
length of the 
sessions. Delivered 
over the course of 
the pregnancy by 
nutritionist. 
Control group: 
















the study.  
 

































Maternal: no significant 
difference between the groups 
on frequency and quantity of 
alcohol consumed. Heavier 
drinking participants were 
significantly more likely to 
reduce frequency of 
consumption if they received 
the intervention. Improved 






















Maternal: Significant  
difference between groups 
 as intervention group more 
likely to be abstinent at follow 
up. Outcome measure 
maximum drinks per drinking 
occasion.  Neonatal:  
No significant difference  
on gestational age at birth. 
Significant increased birth 
lengths amongst heavier 
drinking participants that 
received the intervention. 
Clinically significant  
increased birth weights 
amongst heavier participants 





Table 2 show a summary of each study and their main characteristics. Of the seven 
studies selected for this review all of them were randomised controlled trials (RCTs). 
Three of the studies are considered methodologically strong (Fleming et al, 2008; & 
























































women between the 
ages of 18-44, at or less 
than 36 weeks 
gestation, being seen at 
a prenatal visit, able to 
understand, speak and 
read English, positive 
for alcohol use in the 
previous year and 
available for follow up 
after 4-6 weeks.  
Exclusion: Alcohol 
dependence as 
measured by AUDIT 















Inclusion:  Pregnant 
women between the 
ages of 18-44 at or less 
than 36 weeks gestation 
Women who screened 
positive for any alcohol 
use in the previous year 
and including those who 
showed signs of 
dependency, able to 
understand, speak and 
read English, who were 
available telephone 
follow up at 30 days 
post baseline and 30 
days postpartum. 
Exclusion: loss or 
termination of the 
pregnancy. 
 
N= 57. Mean age 
24.9, mean 
weeks gestation, 

































age 25.4 years 
old.  
 
30 minute MI 
sessions for 
intervention 





Provided face to 




All MI digitally 
recorded with 1 




Moyers et al; 
2007). 29 
randomly 
assigned to MI 
group and 28 
randomly 
assigned to 





MI for the 
intervention 
group.  
Provided face to 
face by the 
researcher, a 
mental health 
clinical nurse. A 
random 
selection of one 
out of every six 
MI sessions 
was selected for 
evaluation of 
fidelity. Women 
followed up 30 
days post 









measuring levels of 
basic psychological 
needs satisfaction 
and motivations to 




(BPNS) a 21-item 7-




modified TSRQ; Ryan 




contacted 4-6 after 
the intervention to 








measuring levels of 
basic psychological 
needs satisfaction 
and motivations to 




(BPNS) a 21-item 7-




modified TSRQ; Ryan 









found for the number 
of drinking days per 
week or the number 
of drinks per day at 
baseline and the 
follow up between the 
intervention and 























MI group and 






2003). Two studies clearly outlined the method of randomising the participants to 
the intervention or control group (Rubio et al, 2014; Osterman et al, 2014). Two 
other studies mentioned the randomisation was done by computer however they 
failed to explain the whole process in detail. (Fleming et al, 2008; Tzilos et al, 2011).  
Tzilos et al (2011) preliminary study had a sample size of 50 participants in total 
which meant limited power and therefore intervention effects could not be detected. 
Osterman & Dyehouse (2011)  final sample size was 56 pregnant women and 
although this meets the 1.5 ratio recommended by Bentler & Chou(1987), Kline 
(2005) recommend a 1.10 ratio to enhance statistical precision and power with the 
methods used. Osterman et al (2014) stated a minimum of 45 participants were 
required to meet the 1.5 ratio (Bentler & Chou, 1987). Chang et al (2005) reported 
on their sample size calculation required based on a 95% confidence level and 90% 
power. Rubio et al (2014) calculated their sample size to ensure 80% power could 
be detected. Due to missing data in the prenatal period the study only tested the 
differences during the postpartum period as the prenatal results would have been 
biased.  
The publication dates ranged from 2005-2014. The studies were all conducted in 
the USA. Four of the studies had weak blinding methods as they didn’t adequately 
describe the methods of blinding the outcome assessors or the participants. (Chang 
et al, 2005; O’Connor & Whaley, 2007; Osterman & Dyehouse 2011; Osterman et 
al, 2014). One study was rated as being weak overall, O’Connor & Whaley (2007), 
the weak areas of the study included selection bias, blinding and withdrawals and 
dropouts. The authors conducted a cluster randomised controlled design by clinic 
attendance, no information was provided on how these were chosen and how the 
outcome assessors were blinded to the study. Furthermore there was a high 






Studies included women recruited from antenatal clinics (Chang et al, 2005), 
pregnant women attending an obstetrical clinic (Osterman et al, 2014; Rubio et al. 
2014 & Fleming et al, 2008) and prenatal clinic (Osterman & Dyehouse, 2011; 
Tzilos et al, 2011) and a specialist community based centre for pregnant or 
postpartum women and their babies. (O’Connor & Whaley (2007). The total number 
of participants included in this systematic review was n= 1460, based on the total 
number of participants who were included in the final data. The mean ages ranged 
from 24 to 31.4. Chang et al, (2005) & Fleming et al (2008) participants were mainly 
Caucasian. Rubio et al (2014) had around 53% of the population as Caucasian. In 
O’Connor & Whaley (2007) the majority of the participants were Hispanic (71%). On 
the other hand Osterman & Dyehouse (2011) and Osterman et al (2014) and Tzilos 
et al (2011) had the majority of their participants as African Americans, 66.7%; 
59.5% and 82% retrospectively.  
The majority of studies included women with a lower socioeconomic status. (Rubio 
et al, 2014; Osterman & Dyehouse, 2011; Osterman et al, 2014 and Fleming et al, 
2008). In relation to the inclusion criteria this varied across the studies. Chang et al 
(2005) included women who reported being abstinence from alcohol since 
becoming pregnant provided they drunk in the past 6 months and scored positive for 
“at-risk” consumption of alcohol. Dependant drinkers and illicit drug users were 
excluded. Osterman & Dyehouse (2011) included women who screened positive for 
any alcohol use within the last year and excluded those who were dependant on 
alcohol. Osterman (2014) used the same inclusion criteria of screening positive for 
alcohol consumption within the last year however this time they included those who 
showed signs of dependency. O’Connor and Whaley (2007) required women to be 
drinking during pregnancy and excluded women with alcohol dependence. Rubio et 




finding out they were pregnant or at least one episode of binge drinking (four drinks 
or more on one occasion). Tzilos et al (2011) had various situations for the inclusion 
criteria. Women had to report drinking on at least one occasion per month during 
pregnancy or meet the T-ACE for problem alcohol use. Fleming et al (2008) 
required women to have drunk 20 or more standard drinks in the previous 28 days 
or 4 or more drinks on 4 or more occasions in the last 28 days or 20 or more 
drinking days in the last 28 days.  
Interventions  
 
A range of interventions were used across the studies. Brief intervention was the 
most common intervention.  Fleming et al, 2008 used multiple sessions with face to 
face and follow ups over the phone. Tzilos et al (2013) reported a brief intervention 
on a computer which was self-administered. This was a single session with a follow 
up over the phone after a month which assessed drinking after the intervention. 
O’Connor & Whaley (2007) used multiple brief interventions, face to face over the 
course of the pregnancy. Osterman & Dyehouse (2011) had multi MI sessions face 
to face. A single session face to face brief intervention was used in the studies 
conducted by Chang et al (2005) & Osterman et al (2014) used a single- session MI 




All the studies measured alcohol consumption at baseline and follow up. This was 
via self-report. Fleming et al (2008) measured alcohol consumption by using a 
timeline follow back interview (TLFB) at baseline and 6 months post the groups 
being randomised. TLFB is a validated method. Rubio et al (2014) used telephone 
interviews to follow up consumption of alcohol, the women received telephone 




and 6 months and 12 months postpartum. Chang et al (2005) looked at alcohol 
consumption at three time periods, pre pregnancy (average of 79 days), prenatal 
before the study enrolment (average 104 days) and then after the study enrolment 
(158 days). O’Connor and Whaley (2007) used the maximum number of drinks per 
drinking occasion as their measure of alcohol consumption, this was measured via a 
standardised interview. Tzilos et al (2011) measured alcohol consumption by using 
Timeline follow-back modified for the computer version and phone call follow up 
after 1 month after the intervention. Osterman & Dyehouse (2011) used 
questionnaires to measure motivation, questions were asked regarding drinking 
behaviours. Follow up occurred 4-6 weeks after the intervention. Osterman et al 
(2014). Follow up included 30 day post baseline and 30 day postpartum. Women 
completed instruments reporting alcohol use. The Quick Drinking Screen (QDS) and 




The results of the review are discussed according to which type of intervention was 
used.  
 




Chang et al (2005) conducted a brief intervention which used a face to face single 
session which lasted around 25 minutes with pregnant women and their partners. 
The session consisted of advice for the pregnant women to abstain from alcohol 
during pregnancy and setting a drinking goal and considering tempting situations for 
drinking alcohol and possible alternatives. Their partner was asked to describe ways 




provided. Although there was no significant difference found between the 
intervention and control group, women who were heavier drinkers had improved 
outcomes. The study did not explain what was meant by “heavier drinking.” The 
authors found if participants had chosen an abstinence goal during their pregnancy 
then they were more likely to be abstinent at follow up.  
Multiple Brief Interventions 
O'Connor & Whaley (2007) conducted a study using multiple brief interventions. 
Each time the participants returned to the antenatal clinic and reported drinking they 
were provided with a further brief intervention around drinking during pregnancy. 
The study does not make it clear how many brief intervention sessions participants 
received. The participants in the intervention group were found to be five times more 
likely to be abstinent from alcohol in their third trimester compared with pregnant 
women in the control group. As well as reporting on maternal alcohol consumption 
the study also reported on neonatal outcomes. The study found that participants 
drinking more than two drinks per drinking occasion had babies with greater birth 
length and clinically significant improved birth weight in the intervention compared 
with those who were in the control group.  
Fleming et al (2008) conducted their brief intervention study on women who were 
screened for high risk alcohol use during the postpartum period. The four brief 
intervention sessions were delivered by outpatient obstetrical nurses and research 
staff over an eight week period and each intervention was followed up with a phone 
call. At the six month follow up there was a significant difference between the 
intervention group and control group in the number of drinking days, the mean 





Rubio et al (2014) provided participants with up to five face to face brief motivational 
enhancement session lasting from 10-30 minutes each. ME uses motivational 
interviewing strategies. The study reviewed alcohol consumption and 6 weeks, 6 
months and 12 months postpartum. There were no statistically significant 
differences between the intervention group and the usual care group at reducing 
alcohol consumption at postpartum. The intervention group was less likely to 
consume any alcohol and consumed fewer drinks per day than the usual care group 
in the postpartum period however the differences were not statistically significant.   
Brief Computer delivered intervention  
Tzilos et al (2011) conducted a preliminary acceptability and feasibility study which 
used a computer-delivered brief intervention for alcohol reduction during pregnancy.  
The brief intervention was tailored to pregnant women who were drinking alcohol 
during pregnancy or at risk of drinking according to the T-ACE screening tool used. 
Timeline follow back was used to recall alcohol use and participants were followed 
up over the phone after one month of completing the study.  Participants in the 
control group were provided with an activity on popular entertainers and shows, the 
duration of the activity was equivalent to the intervention condition. The control 
condition received a brochure designed to facilitate reduction in drinking during 
pregnancy, after the study was completed. There were no statistically significant 
differences between the intervention and control group with both groups significantly 
decreasing their alcohol use at follow up.  
Motivational Interviewing (MI) 
Osterman & Dyehouse (2011) described using MI to reduce alcohol consumption 
during pregnancy. The study implemented 30 minute MI sessions for the 
intervention group, however the study does not mention how many sessions were 




to 6 weeks follow- up for alcohol use. As well as measuring alcohol use the authors 
wanted to discover the mechanisms of behaviour change. MI was not found to be 
effective in decreasing prenatal drinking. The authors found factors such as 
participant motivation, treatment structures and provider qualities may have 
influenced the results. Building on from their previous study Osterman et al (2014) 
conducted a 30 minutes single session MI for the intervention group. Women in the 
MI intervention were followed up 30 days post baseline and 30 days postpartum. No 
significant differences were found between the MI intervention and comparison 
group in reducing alcohol consumption.  
Discussion  
In Summary, only two of the studies included in this review found statistically 
significant differences between the intervention and control group on the quantity of 
alcohol consumed or more likely to be abstinent at follow up. All the studies were 
conducted in the USA. The guidelines for drinking during pregnancy in the USA for 
pregnant women is to completely abstain from drinking alcohol during pregnancy 
and whilst breastfeeding. Fleming et al (2008) received an overall strong quality 
rating. This study found evidence that brief intervention can reduce alcohol use 
postpartum. The intervention used multiple sessions and had follow ups over the 
phone. A limitation of the study was the population was mainly Caucasian and 
married or living with a partner. There was a relatively small sample size. The follow 
up was conducted after 6 months which could be seen as relatively short however 
compared to the other interventions this was one of the longest follow up periods.  
Participants were paid $150 if they completed the study, this may have had an 
influence on the results as it’s a fairly large amount of money to take part in a study. 
Furthermore this study looked at women in the postpartum period and therefore the 




 Follow up phone calls were received two weeks after each face to face BI and 
participants were provided with homework based on MI and cognitive behaviour 
therapy, in addition participants kept a drinks diary. Future interventions should look 
to see if similar interventions based on this study have statistically significant 
outcomes.  
O’Connor and Whaley (2007) found significant differences in the third trimester for 
women who were drinking at study enrolment and the intervention group was more 
likely to be abstinent at follow up. They also found some beneficial birth outcomes 
amongst women who were the heavier drinkers. The participants were all drinking at 
enrolment and the intervention consisted of multiple-brief interventions. The study 
was relatively large however the study suffered from a large dropout rate and has 
been rated as weak using the quality rating tool. As the study is methodically weak 
the results are not reliable and therefore there is insufficient evidence to determine 
whether brief multiple interventions delivered during pregnancy can reduce alcohol 
consumption. 
Chang et al (2005) found heavier drinking participants were significantly more likely 
to reduce the frequency of consumption if they received the intervention and there 
were further improvements if their partners were included in the study. This study 
was rated as moderate. Blinding was a weak area of the study. Therefore there is 
some evidence of single session face to face interventions potentially being 
effective in reducing alcohol consumption during pregnancy however the results 
need to be interpreted with caution due to some methodological weakness. In 
addition many of the women had already reduced their alcohol consumption or 
abstained from drinking during their pregnancy. Furthermore financial incentives 
were provided and these were fairly large up to $175.  
Tzilos et al (2011) trialled a self-help computer intervention. There was no 




both groups reduced their alcohol consumption. The results were positive for 
identifying at risk drinking during pregnancy. The study had several limitations, the 
small sample size, predominantly African Americans and the follow up was after one 
month which is a short time period for the follow up.  
Rubio et al (2014) found a brief ME intervention did not significantly reduce alcohol 
consumption of pregnant women and the postpartum compared with usual care. 
The authors point out that the majority of their sample reported abstinence from 
drinking alcohol at the start of their study and therefore it makes it more difficult to 
demonstrate an intervention effect. The reason for including women who have 
stopped drinking in their study was because the women were at risk of returning to 
drinking alcohol during pregnancy or postpartum. A strength of the study was their 
population was diverse. The study had difficulty with following up participants and 
subsequently had substantial missing data. Therefore the power and the validity of 
the study would have been affected. As a result the authors only tested the two 
groups in the postpartum period.  
The remaining two studies which used motivational interviewing did not find any 
significant differences between the intervention group and the control group. 
(Osterman & Dyehouse, 2011; Osterman et al, 2014). The authors looked at theory 
based mechanisms, self-determination theory was the theoretical framework used 
to explain how MI worked in the studies. Osterman & Dyehouse (2011) found the 
control group reported significantly greater decreases in drinking behaviours and 
greater increases in the psychological needs satisfaction than the MI intervention 
group. They attributed their findings to potential information provided at the start of 
the study when all participants were screened and provided standard education on 
the risks of prenatal alcohol use. They argue the screening process itself may have 
provided a brief intervention. They also point out that MI has been found to be more 




found to be not as helpful with people who are ready for change. Osterman et al 
(2014) used a single session of MI and found MI was not effective in decreasing 
alcohol use compared with the control group. The authors point out that low levels 
of alcohol consumption were reported at baseline and therefore this left little room 
for improvement.  
A limitation of the review is that all 7 included studies were conducted in the USA, 
the results may therefore not be transferrable to other countries. In addition the 
quality assessment was undertaken by the author with no second reviewer, 
subsequently the quality ratings could be subject to bias. Furthermore unpublished 
studies and studies not in English were not included in this review. Therefore if 
these had been included this may have resulted in different findings. A strength of 
the study was two researchers were involved in reviewing the full text articles during 
the selection process. The author included all studies that met the inclusion criteria 
regardless of the strength of the study. This was to ensure that any potential 
findings were not missed.  
Implications for further research  
Further research should be commissioned in the UK to investigate whether brief 
interventions can be an effective intervention for reducing alcohol consumption 
during pregnancy and postpartum. Questions to be considered are if single session 
BI work or if there are differences with multiple sessions. It’s also important to 
consider whether pregnant or postpartum women are drinking alcohol at the start of 
the study as having a large number of women abstinent from baseline will make it 
difficult to determine if the intervention had a statistically significant effect. Future 
studies should aim to use RCT’s with appropriate quality measures and ensuring 
concealment of allocation and appropriate blinding. Future studies should work out 




Other important considerations include the population being studied and whether 
certain interventions work for particular groups and if certain settings have different 
results. The results of the multiple brief intervention (Fleming et al, 2008); are very 
promising and future studies should aim to review multiple brief interventions with 
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Appendix 2 – Data extraction form 





Year of paper:       Reviewer (initials) + 
Date: 
Authors:      Journal: 
Report Title: 
__________________________________________________________________ 
Include the paper?      Yes   No  
 
Study Eligibility  
 




Type of Intervention and details including length, content delivery and control 
conditions: 
 
Types of outcome measure:  
 
If excluded from review- Notes: ( Do not proceed if excluded) 
 
___________________________________________________________________ 
Population and Setting  
 



















Unit of allocation: 
 




Total study duration: 
 
Risk of Bias Assessment 
Random Sequence generated? (Selection bias) 
 




Yes   No  
 
Blinding of participants and personnel? 
 
Yes   No  
 
Blinding of outcome assessment? 
 





Incomplete outcome data? 
 
Yes   No  
 
Selective outcome reporting? 
 









Total no. randomised? (or total for NRCT): 
 






Other treatments received? 
 
Other relevant sociodemographics: 
 
 
Intervention or Control?  
 






































A) SELECTION BIAS 
(Q1) Are the individuals selected to 
participate in the study likely to be 






(Q2) What percentage of selected individuals agreed to participate? 
1 80–100% agreement  
2 60–79% agreement  
3 less than 60% agreement  
4 Not applicable 





B) STUDY DESIGN 
Indicate the study design 
6 Randomized controlled trial 
7 Controlled clinical trial 
8 Cohort analytic (two group pre + post) 
9 Case-control 
10 Cohort (one group pre + post (before and after)) 
11 Interrupted time series 
12 Other specify  ____________________________ 
13 Can’t tell 
Was the study described as randomized?  If NO, go to Component C. 
No  Yes  
If YES, was the method of randomization described? (See dictionary) 
 No  Yes 
If YES, was the method appropriate? (See dictionary) 





RATE THIS SECTION STRONG MODERATE WEAK 
See dictionary 1 2 3 
RATE THIS SECTION STRONG MODERATE WEAK 














16 Can’t tell 
 The following are examples of confounders: 
17 Race 
18 Sex 
19 Marital status/family 
20 Age 
21 SES (income or class) 
22 Education 
23 Health status 
24 Pre-intervention score on outcome measure 
(Q2) If YES, indicate the percentage of relevant confounders that were 
controlled (either in the design (e.g. stratification, matching) or analysis). 
25 80–100% (most) 
26 60–79% (some)  
27 Less than 60% (few or none) 






(Q1) Was (were) the outcome assessor(s) aware of the intervention or exposure 
status of participants? 
29 Yes 
30 No 
31 Can’t tell 
(Q2) Were the study participants aware of the research question? 
32 Yes 
33 No 
34 Can’t tell 
 
RATE THIS SECTION STRONG MODERATE WEAK 
See dictionary 1 2 3 
RATE THIS SECTION STRONG MODERATE WEAK 








E) DATA COLLECTION METHODS 
(Q1) Were data collection tools shown to be valid? 
35 Yes 
36 No 
37 Can’t tell 
(Q2) Were data collection tools shown to be reliable? 
38 Yes 
39 No 
40 Can’t tell 
 
F)   
WITHDRAWALS AND DROP-OUTS 
(Q1) Were withdrawals and drop-outs reported in terms of numbers and/or 
reasons per group? 
41 Yes 
42 No 
43 Can’t tell 
44 Not  Applicable (e.g., one time surveys or interviews) 
(Q2) Indicate the percentage of participants completing the study.  (If the 
percentage differs by groups, record the lowest). 
45 80–100% 
46 60–79% 
47 less than 60% 
48 Can’t tell 
49 Not Applicable (e.g., Retrospective case-control) 
 
RATE THIS SECTION STRONG MODERATE WEAK 
See dictionary 1 2 3 
RATE THIS SECTION STRONG MODERATE WEAK 









G) INTERVENTION INTEGRITY 
(Q1) What percentage of participants received the allocated intervention or 
exposure of interest? 
50 80–100% 
51 60–79% 
52 less than 60% 
53 Can’t tell 
(Q2) Was the consistency of the intervention measured? 
54 Yes 
55 No 
56 Can’t tell 
(Q3) Is it likely that subjects received an unintended intervention 





(Q1) Indicate the unit of allocation (circle one) 
community organization/institution practice/office individual 
(Q2) Indicate the unit of analysis (circle one) 
community organization/institution practice/office individual 
(Q3) Are the statistical methods appropriate for the study design? 
57 Yes 
58 No 
59 Can’t tell 
(Q4) Is the analysis performed by intervention allocation status (i.e., intention to 
treat) rather than the actual intervention received? 
60 Yes 
61 No 














Please transcribe the information from the gray boxes on pages 1–4 onto this page. See 
dictionary for how to rate this section. 
 
 
GLOBAL RATING FOR THIS PAPER (circle one): 
 
 1 STRONG   (no WEAK ratings) 
 2 MODERATE  (one WEAK rating) 









A SELECTION BIAS   STRONG MODERATE WEAK  
  1 2 3  
B STUDY DESIGN   STRONG MODERATE WEAK  
  1 2 3  
C CONFOUNDERS  STRONG MODERATE WEAK  
  1 2 3  
D BLINDING  STRONG MODERATE WEAK  
  1 2 3  
E DATA COLLECTION 
METHOD 
STRONG MODERATE WEAK  
  1 2 3  
F WITHDRAWALS 
AND DROPOUTS  
STRONG MODERATE WEAK  
 











Professionals Skills Reflection – December 2016 
Introduction  
In this report I will describe and reflect upon my development as a health psychologist 
over a period of almost three years, and how I have met each competency of the 
professional skills learning outcomes outlined in the British Psychological Society 
(BPS) stage two guidelines (BPS, 2009) and the equivalent HCPC proficiencies and 
standards, 2015. Whilst completing the professional doctorate, I held various 
positions. I worked in the NHS as a health trainer. In addition, I worked as an assistant 
health psychologist for SCCH (consultant health psychologists) for one day a week. 
For the past eleven months I have worked full time as a self-management Co-
ordinator in the NHS, co-ordinating programme for patients living with long term health 
conditions. In June 2016 I negotiated working compressed hours over four days a 
week in order to assist with the research element for the professional doctorate. I 
have recently taken started teaching and arranging placements for MSc health 
psychology students at Middlesex University, one day a week, this will continue until 
March 2017.  I will reflect on the skills I have developed in the areas of consultancy 
work, teaching and training, behaviour change interventions and conducting 
research. I will demonstrate how I have provided psychological advice and guidance 
to others and how I have implemented and maintained systems for legal, ethical and 
professional standards.  
Background 
At the time I began the doctorate, I had been working for around six months part time 
(18.75 hours a week) as a health trainer in the NHS. I took on the role part time whilst 
I continued to work in banking (Coutts) as the role was a band 3 and not a sufficient 
salary to live in London and pay towards my university debt. In my role as a health 
trainer I saw NHS patients on a one to one basis, helping to support them in making 
changes to their health such as losing weight, increasing exercise, stopping smoking, 
having a healthier diet.  The techniques I used were based on theories of behaviour 




is Motivational Interviewing (MI), which is a client centred and evidenced based style 
of counselling which uses principles from behaviour change theory and existing 
models of psychotherapy.  
To assist with delivering interventions with my patients I used the NHS Health Trainer 
Handbook (Michie et al, 2008). The handbook has evidenced based techniques for 
helping people to change their health behaviours. During my first year of the doctorate 
I completed the modules in systematic review and consultancy. I was very nervous 
about completing both modules as both the modules appeared very daunting.  
For the consultancy competency, I thought about what I could realistically implement 
whilst ensuring I gained the experience to develop my consultancy skills. As I wanted 
to develop my skills for helping patients to stop smoking I came up with the idea of 
setting up a stop smoking clinic. This was a lot more challenging than I expected. I 
originally wanted to set up a group clinic, however there were challenges with getting 
this agreed in the outpatient clinic in Teddington Memorial Hospital,  where I worked 
on a Saturday. On reflection, at the time of my consultancy idea, the outpatients 
department was only used by the health trainers. However a few months later the 
outpatients department included the GP out of hour’s service. This has taught me a 
very important valuable lesson in that, it is extremely important to consider the 
stakeholders early in the process and understand that there is continual change in 
the NHS. Therefore what may seem like it would be a simple process may be a lot 
more complex due to everyone’s different agendas.   
I adapted the idea of group sessions to a drop in one-to-one clinic, I was pleased that 
I managed to complete the piece of consultancy work. One of the downsides of the 
work involved having to attend the outpatient’s almost every Saturday. This did have 
an impact on my social time. I had tried to engage the other health trainers to help 
out, however due to their own family commitments they were not interested. On 
reflection I think I could have persuaded the other health trainers to get on board if I 
had had negotiated with them earlier on in the process, and promoted the benefits of 
developing their skills. I was pleased to get the support from one of the health trainers 
and we worked well together, covering each other for a few Saturdays towards the 
end of the consultancy project. At the beginning of the project we had no idea of how 
busy it would get and I was very cautious to ensure the project was well managed. 
We collaborated with the various reception staff, it took time to develop the 
relationships. From this consultancy work I learnt a wide range of skills including 




For the teaching and training module, I sought out an opportunity from training I had 
received at work as a health trainer. We had training called “No Health without Mental 
Health” which looks at the links between mental and physical health.  An opportunity 
arose to go on a “train the trainer” course. I used this opportunity to make links with 
the Mind volunteer co-ordinator who already had groups that could benefit from the 
training. From the other piece of consultancy work I gave a lecture and this has led to 
paid work in lecturing to MSc and Undergraduate health psychology students.  I have 
learnt that detailed planning is essential in the form of a lesson plan. Training needs 
to have a clear set of aims, objectives and learning outcomes. I have learnt that it is 
very important to keep the sessions interactive.   
For the behaviour change interventions I was able to use a case study from my role 
as a health trainer. Seeing patients on a one-to one basis has developed my 
practitioner skillset. I have joined the Linked-In practitioner network set up by SCCH 
and I have registered to attend their next event, a conference in March 2017.  
Professional competencies  
1.1) To be able to practice within the legal and ethical boundaries of the 
profession 
I am aware of the importance of the BPS code of ethics and conduct and the HCPC’s 
Standards of Conduct, Performance and Ethics. I am committed to the ethical 
principles of respect, competence, responsibility and integrity. In my current role in 
the NHS, I speak to patients on the phone a daily basis and in my previous role as a 
health trainer I saw patients on a one-to-one basis. Many of the patients I speak to 
have complex physical and mental health conditions. I therefore need to ensure I am 
sensitive to patient’s needs and I treat each patient with respect and compassion. I 
am very empathetic and use my excellent communication skills of listening and 
reflecting and I regularly signpost patients to other services.  
In my role as a self-management co-ordinator, I implemented systems for record 
keeping. On a quarterly basis with my manager, I review the quality of the systems 
and the programmes for the patients. One of the systems I have implemented is to 
call all patients who have been referred to the service three times, and if we cannot 
get hold of the patients to send them a letter. When I first started at the service I 
became aware that there was a poor system for storing patient information securely, 
often I would find drawers which contained confidential information had been left 




protection and storing patient’s information securely. We now have a system in place 
where we all make sure we lock our own drawers and the last person who leaves for 
the day ensures all the shared drawers are locked.  
I have completed mandatory NHS information governance training and will continue 
to ensure my training is updated on an annual basis. I follow the NHS code of practice 
which involves the Caldecott principles (1997), this involves ensuring all patient data 
is stored confidentiality and for no longer than required. Furthermore I ensure when 
sending confidential information this is done over secure e-mail and I take out any 
sensitive information.  
 
1.1b)  To be able to practice as an autonomous professional 
Whilst working as a health trainer I would discuss any complex patients with my 
manager and get their advice. I ensured I knew what other services were in the 
borough and would often refer patients who were depressed or anxious to the 
Richmond Wellbeing Service. By discussing complex clients it helped me to become 
aware that there need to be a clear boundaries set at the start. I had let one of my 
patients have more than the six sessions, this led to the boundaries being blurred and 
made it a lot harder to end the patient’s dependence on coming to see me. When I 
realised the patient was becoming dependant on coming to see me I ensured I started 
seeing saw the patient less. The sessions came to an end but it was not 
straightforward and this experience taught me how important it is to consider the 
power balance between the patient and the practitioner. It is extremely important to 
have regular supervision, and ideally this would be from another psychologist who is 
from outside the organisation.  
There have been times throughout the doctorate where I have felt that I found it very 
challenging to work full time and complete the competencies for the doctorate. At one 
point, I had three different jobs in addition to the doctorate. Whenever I have felt 
overstretched I ensure I prioritise my work and take some time out to relax. I reduced 
my hours at Coutts when I realised that I was staring to burn out from working such 
long days and I knew if I did not reduce my working hours my work for the doctorate 
would suffer. I feel that over time I have been able to ensure leisure time is prioritised 
and it is important to focus on the basics of healthy eating and exercise and managing 
stress. Whenever I have taken on extra work I know that there will be an end in sight 




I have become more aware of how to handle my unhelpful emotions.  When I first 
started the self-management co-ordinator role, I used headspace, a mindfulness app 
to help me relax and to be more present in the moment. I am certainly going to go 
back to taking this time out every day as it helps me to feel calmer. There have been 
challenges within the team since I started the role. I did not have a handover from the 
Islington co-ordinator and the person taking over her role was only there for three 
weeks out of a four month period. It took time to get a replacement and the current 
co-ordinator has been on long term sick for the last couple of months. A couple weeks 
ago one of the administrators handed in his notice. We have half the number of 
employees which should have in our team. The team is a very small team and this 
year has been really challenging, however it has also taught me how to remain 
positive in difficult times and how to prioritise and work with the rest of the team to get 
the job done.  
1.1c) Demonstrate the need to engage in continuing professional development 
I regularly access relevant journal articles and resources beyond the literature such 
as white papers and the Department of Health publications. During my training, I have 
used a variety of opportunities to engage in CPD. I attended courses whenever I could 
and during my role as assistant health psychologist for SCCH, I regular received 
supervision via Skype. I have continued to regularly update my logbook and often 
reflect on what skills I have developed and which skills require further development. 
 I carefully considered the maternity cover lecture role at Middlesex University as I did 
not want to overstretch myself however it is a great opportunity to further develop my 
teaching and training skills. I took my time in making the decision to take on the extra 
role, as I knew it would have an impact on my time for conducting my research.  
1.2a Communicate effectively  
I effectively communicate with my colleagues, the administrators, the tutors and 
management. I continue to work on ensuring that I communicate in a positive way by 
focusing on problem solving and overcome difficulties. It has not been easy and there 
have been times when I have felt overwhelmed with negative thoughts and emotions. 
Reflection and talking to close family and friends is what has helped me overcome 
the challenge of remaining positive when there have been all these difficulties at work. 
I remind myself of the bigger picture and the role I have in helping to empower people 




When speaking to patients, I ensure I take the time to hear what they are experiencing 
and I use reflective listening techniques and other motivational interviewing skills. 
When screening patients I ensure I give them all the necessary information about 
what the course involves and respect their decision to attend or not to attend. It is 
really important that patients have clear expectations about the course and that they 
can commit to attending. I speak to patients from all different backgrounds and all 
different ages. Some patients have very complex health conditions and it is important 
I take the time to understand their individual experiences.  
1.2b Provide advice and guidance based on concepts and evidence derived 
from health psychology  
I received training in using Motivational Interviewing (MI) and the Health Trainer 
handbook to assist with structuring meetings and selecting the most appropriate 
health psychology tools. By using these tools and techniques I was able to help guide 
clients to work out what their health priorities are. My using therapeutic techniques 
such as agenda setting, building rapport, collaboration and feedback I was able to 
help enhance the patient’s self-efficacy. I am competent in being able to assess, 
formulate and evaluate behaviour change interventions. I continue to develop my MI 
skills and for the future I aim to further develop my Cognitive Behaviour Therapy skills.  
I regularly spoke to my manager about complex patients and used the reflection cycle 
proposed by Gibbs (1988) to help me reflect on my experiences. I would describe the 
event and recall and explore my thoughts and feelings. I would then evaluate what 
has happened by breaking the event down to look at my role or the role of the patient 
and what influences intervened and if there were any other factors. I would then 
review if there was anything that could have been done differently and if a similar 
situation was to happen again to plan what I would do.   
1.2c Build alliances and engage in collaborative working  
Over the last two and a half years I have further developed my skills in collaboratively 
working as part of a team. I have worked in various multi-disciplinary teams which 
have included GP’s, dieticians, pharmacists, psychological wellbeing practitioners 
and CBT therapists as well as working closely with voluntary and third sector 
organisations in the community. I am very open and honest with my manager and the 
service lead.  More recently through reflection I have realised that I need to be aware 
of how I communicate what the problems are, as often I feel although I have got what 
I want off my chest it may appear that I am being negative, and what I want is for 




Mezirow (1990) identifies three types of reflection, content reflection which refers to 
“what” is the problem, process reflection which looks at “how” the problem is solved 
and critical reflection which refers to the underlying assumptions of “why” there is a 
problem. Reflecting on my recent experiences, I have been able to see that it will be 
a more positive experience for everyone if I frame the problems in a different way. To 
explain the problem, and to have potential solutions that we can all discuss together.  
1.2d To lead groups or teams effectively  
In my current role as self-management co-ordinator, I supervise the administrators 
and the tutors. I am the main point of contact for the Haringey self-management 
programmes and due to long term sickness in the team I have also stepped in to help 
support the Islington programmes. I have learnt how to prioritise my work without 
getting too stressed, as well as learning to say no and to problem solve and make 
decisions. My manager recently gave me some positive feedback from the tutors and 
she said I am great at building relationships and communicating with the tutors. 
 I have learnt that even if I am feeling negative I need to focus on how I can manage 
my stress levels as being negative drains energy, does not help with solutions and 
affects other people. Having a positive outlook has certainly helped myself and the 
team during these difficult times.  
I feel a lot more confident in public speaking and my teaching and training skills are 
continually improving. I have started to enjoy teaching and have been focusing on 
speaking slower and taking my time. In the past I would always speak really quickly 
and rush through the session. I have learnt how to pace sessions, I am now able to 
wait in silence for answers to my questions. I no longer find the silences as 
uncomfortable.  
Conclusion  
In conclusion, my experience of working as a trainee health psychologist over the 
past few years has been both challenging and rewarding. I have gained a broad range 
of additional skills, I have learnt a lot from reflecting on my experiences and regularly 
updating my log has enabled me to reflect on a regular basis. I have enjoyed the 
stage 2 course at UWE and have found the workshops very useful. Additionally I have 
found having the support of my cohort colleagues has helped to keep me motivated. 
The teaching staff have been very supportive and encouraging and have helped in 




the end of the summer 2017 and in the near future, I am looking forward to working 
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